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1. OVERALL AIMS AND OBJECTIVES
Prime Aim
To attain greater professional competence in order to enhance the contribution of 
clinical psychology to health care.
Prime objective
To produce a portfolio of study, practice and research that will demonstrate increased 
competence in each of these areas.
2. ACADEMIC DOSSIER
2.1 Aims
To enhance academic competence in two specialist areas of clinical psychology so as to 
develop the services of the department or profession.
To increase knowledge in areas where current knowledge is lacking, needs updating or 
development.
2.2 Objectives
To complete two critical academic reviews in the specialist areas chosen.
To acquire specialist knowledge in two areas.
To attend continuing professional development training workshops, conferences, and 
specific short courses relevant to meeting my CPD requirements (and as appropriate to 
meeting the aims of this portfolio), presented at the University of Surrey or elsewhere.
To increase depth of academic knowledge in clinically relevant areas.
2.3 Rationale
The academic areas have been chosen in order to increase my personal academic 
knowledge in two highly relevant areas to my clinical practice. The academic work 
undertaken will be shared with colleagues and trainees on placement in the child team, 
and other members of the psychology department by teaching and supervision.
The first area chosen for the academic review is that of race and culture in clinical 
psychology and family therapy. Traditional theoretical models such as cognitive- 
behaviour therapy have generally not provided an extensive framework in order to think 
about issues related to cultural difference. Many of the children and families that are 
referred to the service that I work in are from ethnic minorities. This academic review 
will be used to develop my thinking about issues related to cultural difference as related 
to clinical practice. Also, the academic review will enable me to develop my theoretical 
thinking from a clinical psychology and systemic perspective. I will aim to provide an 
overview of the recent literature in the area of culture as related to clinical practice, and 
will critique the literature in this area. I will critique the ecological and multicultural 
theoretical frameworks which have been recently developed to take greater account of 
culture within models of multicultural counselling and therapy.
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The second area chosen is that of the family life cycle framework (Carter and 
McGoldrick, 1989). This framework has been applied in clinical practice in order to 
develop an understanding of the problems experienced by children and their families. 
The family life cycle framework contextualises normative family functioning and 
adaptation, as well as family dysfunction, within the context of the developmental life 
cycle stages that families go through. More recently the family life cycle framework has 
come under greater scrutiny in relation to the life cycle stages experienced by families 
who are not part of a heterosexual nuclear family (Goldenberg and Goldenberg, 1996., 
Slater, 1995). Practitioners in child mental health have continued to apply this 
framework without much questioning of it. Also, other developmental frameworks 
have come under similar criticism within psychology (White and Woollett, 1992., 
Burman, 1994). I will critique the theoretical underpinnings of the family life cycle 
framework, and evaluate the empirical work supporting it. I also hope that this academic 
review will enable me to develop new perspectives in this area, and possibly prepare 
material for publication as a result of the work undertaken.
2.4 Plan
Academic review on the family life cycle to be completed by May.
Academic review on race and culture to be completed by September.
3. PROFESSIONAL DOSSIER
3.1 Aims
To increase personal professional competence or to develop the services offered by the 
child mental health team.
To enhance professional competence by critical self reflection on practice.
3.2. Objectives
To present a report that will describe the service developments which have been 
undertaken in my place of work.
To reflect on my training in clinical psychology and family therapy, and how this has 
influenced the way I have been able to contribute to service developments.
To critically evaluate the service changes being developed and my role in their 
development, and within the child mental health team.
3.3 Rationale
The Health Advisory Commission has recently produced a report (The HAS Report, 
1995) which has made recommendations about the way in which child mental health 
services should be organised in the future. The model of service provision advocated in 
the HAS report employs a four tiered system. The HAS report suggests that the majority 
of the work should be carried out and supported in the agencies that have primary 
contact with children (e.g. schools, GP surgeries, paediatrics, health visitor contact with 
families). The report envisages that this supportive work with the primary level can be 
done by one primary mental health worker (e.g. possibly a basic grade psychologist). 
The typical clinical work done in child mental health teams is then seen as being done at 
the secondary tier of service provision. With the majority of referred clinical work being 
done at this secondary level, the report makes a case for rationalising consultant/expert 
time or personnel for the so called more ’complex cases’ or in providing greater 
supervision of less experienced team members. More specialist services such as 
adolescent units are seen as tier four provision.
Much of the thrust of the HAS report is towards efficient use of existing resources. This 
is suggested by differentiating the work done by clinicians depending on their level of 
experience and particular expertise, and moves away from the traditional model of 
clinicians working in fairly generic ways with little distinction being made for the work 
undertaken by clinicians in multidisciplinary teams. The HAS report by advocating the
tiered system of service provision also aims to bring about greater integration of 
different services for children (i.e. social services, health, and education). Another 
important aspect of this report is that any treatment offered should be evidence based, 
and that the types of services offered or created should reflect local need. The report 
suggests that whilst epidemiological data is useful for planning services, local research 
and clinical audit are of greater importance for planning local child mental health 
services.
The child mental health team that I work in has been trying to implement the HAS 
report as part of its current negotiations with the purchasers. Increased funding to the 
service has been made contingent on implementing the HAS report in developing the 
service for children. The service is in the process of implementing several changes in 
line with the HAS recommendations. I have been involved with planning some of the 
changes, and my role at the clinic might change as a result of the service changes. The 
role of becoming a joint team leader for the primary mental health team will be one of 
the changes for me.
The clinical component of the portfolio will address my CPD in the context of the 
changes described above. An evaluation of the changes undertaken by the service and 
my role in bringing about the changes, and within the team will be attempted.
This section will also reflect on my development as a clinician since qualifying as a 
clinical psychologist in 1989. The above service changes will be though about in the 
context of CPD and other training that I have completed since qualifying as a clinical 
psychologist (e.g. family therapy training).
3.4 Plan
The service has only just started to implement some of the changes described above. 
Over a period of the next four to six months the above issues will be prepared for the 
PsychD portfolio. This piece of work will carry out a critical appraisal of the HAS report 
and the changes being implemented by the service that I work in. It will also examine
my role in relation to these. The extent to which changes have worked and what further 
work needs to be done to support these will be evaluated in a reflexive manner.
4. RESEARCH
4.1 Aims
To increase research competencies particularly in qualitative research methodology.
To demonstrate the ability to design, execute and report an original piece of research 
which is worthy of publication in complete or abridged form.
4.2 Objectives
To evaluate the experience of clinicians working in a child mental health setting who 
need to see families with the help of an interpreter. There has been very little research in 
this area of work. This will be a qualitative study investigating how the clinicians’ 
experience their clinical work when an interpreter is present with the family. The 
manner in which the clinical efficacy and clinical approach is altered when working with 
an interpreter will be explored. The main aim of the study will be to elicit the clinicians’ 
experiences of working with non-English speaking families where an interpreter is 
needed. The study will analyse their interview transcripts using a qualitative 
methodology, and through this explore aspects of their clinical work with interpreters. 
The accounts given by the clinicians will be analysed to explore ways in how certain 
constructions they hold about this area of their work influence their clinical practice with 
families.
4.3 Rationale
Whilst many areas of Britain are multicultural several authors have argued that people 
from ethnic minorities are poorly represented in mental health services (Fernando, 
1995). For many services little provision is made to take account of the fact that many 
service users have limited spoken English, and that they are likely to need an interpreter
(Kaufert et al, 1985). Often this has lead to the inappropriate use of children and other 
family members to act as interpreters (Tribe, 1991). There is often very little training 
provided for interpreters for carrying out work in child mental health (Granger, 1996). 
Many clinicians working with interpreters have not undergone training to work with 
interpreters (Kaufert et al, 1985). Most conventional clinical training courses have no 
teaching in this area of work.
Bar a few exceptions (Granger, 1996) very little formal research has been carried out in 
the area of interpreting within a mental health context. The limited literature in this area 
consists mostly of clinical papers (Harvey, 1984., Kaufert and Koolage, 1984., Faust and 
Drickey, 1986). De Zelueta (1990) has suggested that the meaning people give to their 
distress and the associated emotional affect vary depending on whether the person is 
using his/her first or second language. Examples of misdiagnoses or poor understanding 
of the person’s difficulties have been reported by several authors in the literature (Cox, 
1977). It is hoped that the proposed research will advance the knowledge and clinical 
practice in mental health for clinicians working with interpreters.
There is a need to cany out formal research in the area of mental health interpreting. 
Research is needed to develop a greater understanding of the ways this work is 
experienced by clinicians, interpreters and families, and to use this knowledge to 
advance clinical practice when service users are seen with an interpreter. Given the lack 
of research in this area of clinical work this study was seen as a much needed addition to 
the field.
4.3 Methodology
Participants will be recruited from the different professional groups represented in a 
child mental health team based in an inner city borough serving an area with a high 
population of children from ethnic minorities.
Detailed qualitative analysis will be carried out on about ten participants. They will be 
interviewed and asked about their experiences of their work with interpreters. 
Participants will be drawn from clinicians working in a setting where regular use is
made of interpreters, and asked to participate in this study. It is hoped to have 
participants with a varying amount of experience in working with interpreters.
A qualitative methodology has been chosen for this study in order to gain detailed 
interview data from the participant. The qualitative analysis will be used to identify the 
major themes contained in the accounts given by the participants. The accounts given by 
the participants will be analysed further to explore the impact that these accounts may be 
having on the work carried out with interpreters by the participants. The main areas the 
researcher currently wishes to explore includes how the work with interpreters is 
perceived by participants. The research interview will explore to what extent the 
participants feel that their work is enhanced with the help of the interpreter, and how 
their therapeutic approach changes in this situation. Their perceptions of how they think 
that having an interpreter has an impact on the family, and their views on how the 
therapeutic process is influenced by an interpreter will be researched.
4.4 Plan
To carry out the research interviews by May/June. Data analysis over the next two 
months. To have research project written up by end of September.
Academic Review 1: Culture And Clinical Practice
Introduction
This academic review will examine the theoretical frameworks that have addressed 
culture in relation to clinical practice. The literature on cross-cultural clinical practice 
has been drawn from the areas of clinical psychology, cross cultural counselling, and 
family therapy. Firstly, the definition of culture is examined. The arguments put 
forward to support the inclusion of cultural considerations in theoretical frameworks 
are also evaluated. The ecological and multicultural theoretical frameworks that have 
been developed in the recent literature are critiqued, as is some of the recent research 
literature in cross-cultural clinical practice. Finally, issues related to clinical training 
are addressed. This academic review has been organised into these broad areas in 
order to make the links between theory, research, and clinical practice within the 
literature that is reviewed.
Definitions of Culture
One of the issues in thinking about cross-cultural work is related to the definition of 
culture. Culture is often used as a unitary term in the literature without a definition of 
it being provided. However, no consistent overall definition of culture has been 
advanced. Instead, definitions of culture have placed varying degrees of emphasis on 
behavioural, affective, constitutive, historical, and contextual components in order to 
develop an understanding of culture. The salient features contained in the different 
definitions of culture are summarised below:
1. Culture has been defined as meanings that people give to events, behaviour and 
interactions (Di Nicola, 1997; Geertz, 1973; Waldergrade, 1998). Preferred 
meanings are thought to emerge out of the values that people hold, and according 
to Geertz (1973) meanings can be integrated (harmony of meaning), they can 
change (instability of meaning), or give rise to conflict (incongruity of meaning). 
The search for meaning may include an existential one.
2. Culture has been described as being fluid and evolving over time and through 
generations (Fernando, 1995; Laird, 1997). It is thought to be transferred through 
inter-generational and familial patterns (Devenaux, 1995; Krause, 1995). Culture is 
thought to be associated with an interactive and recursive process that allows 
individuals to reinterpret cultural themes in the light of circumstances in their own 
lives and relationships (Krause, 1995). Living cultures become hybrids as they 
come into mutual contact (Di Nicola, 1997).
3. Culture can be viewed as performative and improvised, and its forms of expression 
and its meanings, are situated and communicated in various contexts for action, 
interpretation and evaluation (Laird, 1998). Ideas, meanings and rules are enacted 
by individuals and families.
4. Culture has also been described as a set of control mechanisms, plans, recipes, 
roles and instructions that govern behaviour, shape thoughts, and guide emotional 
experiences (Di Nicola, 1997; Geertz, 1973).
5. Culture is context dependent (d’Ardenne and Mathani, 1991), and it is described as 
sets of views, meanings, and adaptive behaviours derived from simultaneous 
membership and participation in a multiplicity of contexts (Falicov, 1995). These 
contexts include the geographical location of the person’s residence and place of 
origin, language, age, gender, race, cohort, ethnicity, religion, nationality, family
configuration, socio-economic status, employment, education, occupation, sexual 
orientation, political ideology, migration, and acculturation (Cheetham, Ivey, and 
Simek-Morgan, 1993; Falicov, 1995).
6. Multiculturalism involves the interplay between the co-existing dominant and non­
dominant cultural narratives and may involve the potential silencing of 
marginalised groups by politically and culturally dominant groups (O’Reilly-Byme 
and Colgan-McCarthy, 1998).
A group of people holding shared meanings about themselves and their cultural 
identities within these meanings, can be seen as having a distinctive culture. These 
meanings in combination with prescribed rituals and ways of being together are 
sometimes used by people to describe themselves as culturally distinct. Family culture 
can be seen to be located within intergenerational scripts and meanings that families 
hold about themselves, and many of these scripts can be seen as coming from the 
societal, historical, and cultural narratives that people have available to them; other 
scripts may be more specific to the particular families.
As can be seen from the components of the definitions given above, culture can be 
thought about at the level of behaviour, affect, meaning, patterns of interaction, 
patterns of human relationships, shared beliefs, narrative, and enactment. Along with 
culture the term ethnicity has to be defined. A definition of an ethnic group is given as 
‘a segment of a larger society whose members are thought, by themselves and/or 
others, to have a common origin and to share important segments of a common 
culture and who, in addition, participate in shared activities in which the common 
origin and culture are significant ingredients’ (Yinger, 1976 quoted in Ponterotto and
Pedersen, 1993, p7). This definition of ethnicity draws on the notions of both ‘culture 
and common shared activities’, and in this regard it fails to make a clear distinction 
between ethnicity and culture. This lack of a clear distinction between the way the 
terms culture and ethnicity are used in the literature has been characteristic of much of 
the literature in cross-cultural clinical practice.
Some Of The Difficulties That Arise In Using Cultural Categories
One of the difficulties with the use of the term culture is that it can lead to static and 
unitary categorisations about people. Culture when used as a descriptor term can lead 
to it becoming reified, and described as if it were a stable and distinguishable unitary 
entity, which is distinct across ethnically different groups of people (Wetherell and 
Potter, 1992). This in turn can lead to cultural categorisations being used as if they 
were explanatory constructs in their own rights. Another difficulty with the definition 
of culture is that it is often used interchangeably with race and ethnicity as if it were 
synonymous with these. This type of interchanging of terms makes it difficult to 
determine specifically what aspects of culture or ethnicity are being addressed or used 
by the authors. Use of such unclear definitions can result in misleading stereotyping 
and an under valuing of diversity contained in any given categorisation of culturally or 
ethnically defined groupings.
Ponterotto and Pedersen (1993) make the point that within any unitary categorisation 
of a culturally defined group there continues to exist a multitude of ethnic diversity, 
and that even within distinct ethnic groups there exists cultural diversity. For example, 
attempts to resolve this issue by making specific ethnic group distinctions (e.g.
McGoldrick, Pearce, and Giordano, 1982) fail to represent the cultural diversity 
within any given group, and run the risk of creating new stereotypes about the group 
of people being described. Cross cultural comparative research designs that have 
attempted to evaluate differences in psychiatric diagnoses using standardised 
measures (e.g. Krause, 1994), have usually grouped people in terms of their ethnicity. 
Krause (1994) carried out a study to develop a translated version of the General 
Health Questionnaire (GHQ) with Punjabi speakers. Krause reported that many of the 
items on the GHQ had very little meaning for the Punjabi participants. A comparison 
of the GHQ scores between Punjabi and white indigenous participants showed no 
significant differences between the two groups on the score profiles for the 
participants once the items with low validity for the Punjabi participants were 
removed.
McCarthy and Craissati (1989) in their study comparing Bangladeshi adults with 
indigenous white adults found the Bangladeshi adults to report significantly higher 
rates for experiencing difficulties with the police, housing problems, and for racial 
harassment on a life events questionnaire which had been developed for their study. 
On a self-reporting questionnaire to measure psychological distress, there were 
significant correlations for both groups between composite scores for life events and 
psychological distress. Their study was based on a total sample of 76 participants. The 
findings of this study highlighted the similarities experienced by both groups of 
participants in relation to life adversities.
Both studies took the white indigenous participants as a homogenous group on the 
basis of being white. The assumption of the white groups as being homogenous, fails
to take account of the diversity that is contained within these groups, with people who 
see themselves as belonging to a distinct white minority ethnic group. The white 
group, as much as the ethnic minority groups used in the studies above, may hold as 
much diversity as each other.
The statistical differences reported in these two studies (Krause, 1995; McCarthy and 
Craissati, 1989) may be as much a reflection of the way people understand and 
attribute meanings to their symptoms (and hence a reflection of differences in how 
people have ways of talking about these), rather than a reflection of people sharing a 
common underlying psychopathology which can be measured and compared on a 
standardised instrument such as the General Health Questionnaire. Explanations given 
to account for the reported differences in psychiatric symptomatology (or prevalence 
rates for psychiatric disorders) across cultural groups can become misleading if they 
are solely based on viewing ethnicity as being the underlying cause for psychiatric 
disorder.
Using broadly categorised cultural groups also raises the issue about the 
representativeness of the research sample, and again fails to take into account the 
diversity within any ethnically defined grouping. For example, clinical audits have 
used ethnic group comparisons to elicit service user views about their experience of 
the therapeutic service provided (e.g. Coleman, Brown, Acton, Harris, and Saltmore, 
1998; Gregory and Leslie 1996; Hillier, Huq, Loshak, Marks, and Rahman, 1994). 
These studies have drawn on small participant samples, and have assumed that these 
participants are representative of one whole ethnic community. Clinical audits also 
need to talk with participants who do not make use of mental health services and elicit
their views about why they would not want access these services. There are often 
variations in how people choose to define their ethnicity, and their personal choice of 
how they identify themselves may not be the same as that represented by researcher 
imposed categories. Letting people define their ethnicity would create too many 
groups for meaningful statistical comparisons. There is also a risk that certain 
stereotypes are created about the kinds of service that different people want, or the 
types of psychological services that are best suited or unhelpful for particular ethnic 
groups (Kareem, 1992).
Another difficulty with the term culture is related to its historical association with 
anthropology, and culture being used as a category in the study of ‘other people’. The 
association of culture with ‘the other’, has possibly led to its exclusion from the 
predominantly ethnocentric theorising carried out in mainstream psychology in 
Europe and America. The complexity involved in being able to operationalise the 
definition of culture, in combination with ethnocentric theorising are some reasons 
why cultural and other social factors have been treated as peripheral and precipitant 
variables associated with illness and mental health problems (Fernando, 1995; 
Kareem, 1992).
Avoiding Stereotypes
In order to reduce universalist stereotypes the position taken has been one of either an 
ethnic focused perspective or a particularist one. For example, Cheatham and Stewart 
(1993), Ho (1987), and McGoldrick et al (1982), have described family therapy work 
in relation to particular ethnic groups, taking the view that each particular ethnic
group may have issues which are unique to them; which need to be dealt with 
separately from those common to many ethnic minorities. However, ethnic focused 
theories and descriptions of clinical work can be criticised for creating new 
stereotypes about ethnic groups in their attempts to dispel universal ones. Another 
difficulty arises when authors have tried to apply particular techniques or models of 
therapy with specific ethnic minority groups (e.g. Messent, 1992; Woehrer, 1988; 
Yaccario, 1993). Whilst sensitive consideration is given as to the suitability of a 
particular clinical approach in respect to a given ethnic group, this too can reinforce 
prescriptive stereotypes about the suitability or appropriateness of certain approaches 
(Montague, 1996). In contrast, Ridley (1995) has taken an ideopathic approach which 
places the focus on developing an understanding of the issues that the individual 
brings to counselling within his or her specific context (e.g. the person as a parent, as 
an employee, as a partner, as a man etc.). It is argued by Ridley that a focus on the 
individual issues reduces the stereotyping that can be created by universalist 
theoretical frameworks.
It has also been suggested that helping people find their own words in their own 
language or cultural context/translation may lead to a more accurate understanding 
about an individual or their family, than that which would be made available through 
relativism or tolerance of cultural diversity (Di Nicola, 1997). A multipositional 
stance that combines the other three (i.e. universalist, particularist, and ethnic focused) 
has been suggested by Falicov (1995), and there has generally been a move in this 
decade to develop pluralistic multicultural perspectives. Multicultural perspectives 
have the advantage of incorporating cultural diversity into a theoretical framework, 
and in being able to take account of individual differences within a cultural context.
The Limitations Of Traditional Theoretical Frameworks
Reductionist linear theoretical frameworks and the utilisation of dichotomies (e.g. 
mind/body, normal/abnormal) have been criticised for not addressing the impact that 
the broader context can have on people’s experiences of psychological distress 
(Fernando, 1995; Laird, 1998; Waldergrade, 1998). Theoretical models within 
abnormal psychology that have drawn on deficits that people may have, as a way of 
making clinical and diagnostic comparisons, have come under criticism. For example, 
cross-cultural research that has emphasised deficits in relation to IQ differences, has 
been criticised for maintaining and perpetuating cultural stereotypes on the basis of 
the differences which have been found (Aitken, 1998; Owusu-Bempah and Howitt; 
1999; Ridley, 1995). For example, research studies such as those describing the 
problems experienced by white mothers and their mixed race children (Banks, 1996) 
have been criticised for creating generalised negative stereotypes about black children 
by Owusu-Bempah and Howitt (1999). Concern has also been expressed about 
psychological theories reproducing and amplifying sexism and racism through the 
promotion or imposition of Eurocentric theories to other countries or cultural groups 
(Bhavnani and Phoenix, 1994), and of clinical practitioners not imposing their cultural 
values onto service users from ethnic minorities (McGoldrick, 1998; Sue and Sue, 
1990). Reicher (1999) has suggested that psychology needs to confront and be 
confronted by its own racism. In contrast, there is also a marked absence of 
consideration being given to cultural issues in core texts in child and adolescent 
mental health (Herbert, 1991; Scott and Goodman, 1997), and clinical audit (Roth and 
Fonagy, 1996).
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One of the difficulties which arises with the types of criticisms described above is that 
they become polarised and strongly associated with a particular minority or non­
dominant groups (e.g. ethnic minorities, women), thereby further marginalising these 
groups. Critiques need to be developed which can take account of both the issues of 
inequity that are shared across minority groups, as well as those which are specific to 
particular groups. Such critique would strengthen the collective voice by highlighting 
the overriding concerns in relation to equity and discrimination that are pertinent 
across many minority groups. Another difficulty with the types of critique described 
above is that they often rely on limited evidence and poor lines of argument. The types 
of criticisms described above have been countered to some extent by recent clinical 
research and practice which has given greater consideration to contextual factors and 
emphasised the need for self-reflexivity on the part of practitioners/researchers 
(Gergen and Gergen, 1991). Building in more opportunities through clinical training 
and supervision for practitioners to address issues of cultural difference, and being 
able to explore the impact of their cultural identity in relation to the service users they 
work with, can hopefully prevent practitioners from imposing their values onto 
service users (Burnham and Harris, 1996; Gushue, 1993).
Some authors have described non-Western models of health and illness which take a 
more holistic and integrated approach. For example, authors have described the use of 
the Ayurvedic system for treating illness (Fernando, 1995; Krause, 1994). The 
modification of Western diagnostic measures (such as the General Health 
Questionnaire) to give them greater validity and applicability with other cultures has 
been carried out by Krause (1994). This approach has been in contrast to cross- 
cultural studies that have based their findings on literal translations of research and
10
diagnostic instruments standardised on English speakers. The ecological validity of 
directly translated instruments based on Western diagnostic classifications is weak, as 
psychiatric disorders may not manifest themselves (or the way symptoms are 
described) in an identical manner across different ethnic groups (Klienman, 1987). 
Such measures need to be validated for their use of culturally appropriate metaphors, 
their culturally contextualised understanding of symptoms, and the 
language/constructions available in any given culture in being able to talk about 
psychological distress.
Towards Multicultural And Ecological Frameworks
Multicultural theoretical frameworks have been developed in response to some of the 
criticisms that have been made about the traditional theoretical frameworks that have 
been employed in applied fields of clinical psychology, family therapy, psychiatry, 
and counselling. The multicultural perspectives promote the view that culture as 
defined in a broad contextual manner can be at the core of any theoretical or clinical 
consideration (Cheatham et al, 1993; Falicov, 1995; Sue et al, 1996; Sue and Sue, 
1990). These American authors have viewed all counselling or therapy as involving 
issues of cultural difference between the mental health practitioner and the service 
user (e.g. differences related to ethnicity, age, gender, sexual orientation, regional 
accent, class etc.). In this respect all therapeutic work is seen as multicultural, a view 
also echoed in the British literature (Fernando, 1995; Kareem, 1992).
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Ecological And Multicultural Frameworks
Sue, Ivey, and Pedersen (1996) have attempted to place a contextual cultural
underpinning in their framework for multicultural counselling and therapy (MCT).
Their main theoretical propositions for MCT are as follows:
1. MCT is a meta-theory of counselling and psychotherapy (i.e. it has a framework 
which allows different theoretical models to be applied and integrated where 
possible).
2. Cultural identities for both the practitioner and service user are formed and 
embedded in multiple levels of life experiences (individual, group, universal) and 
contexts (individual, family, cultural milieu).
3. The cultural identity development of the practitioner and the service user, and the 
wider power differentials associated with this, play an important role in the 
therapeutic relationship.
4. The effectiveness of MCT theory is enhanced when the practitioner uses 
intervention approaches and defines goals that are consistent with the life 
experiences and cultural values of the service user.
5. MCT theory stresses the importance of multiple helping roles developed by many 
different cultural groups and societies. Besides the one-to-one encounter aimed at 
remediation in the individual, helping roles often involve larger social units, system 
intervention and prevention.
6. MCT theory helps service users develop a greater awareness about themselves in 
relation to their different contexts. This results in therapy that is contextual in 
orientation and which is able to draw on traditional methods of healing from many 
cultures.
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One of the difficulties with trying to put forward an all-inclusive theoretical 
framework is that it becomes very unclear as to what salient epistemological 
underpinnings are being drawn on. Advocating the inclusion of diverse and often 
mutually exclusive theoretical frameworks falls into the trap described by Di Nicola 
(1997) of taking a position of relativism and acceptance of diversity without having a 
clear position from which to theorise about it. Being able to incorporate traditional 
healing methods into psychological frameworks would require further empirical, 
clinical and ethical scrutiny in order to determine the extent to which they draw on 
similar psychological principles or processes, and how they could potentially inform 
psychology.
Ecological models have paid greater attention to the impact of contextual and 
environmental factors on the well being of an individual or their family. Small (1990) 
has addressed the relationship between power (i.e. coercive, economic, and 
ideological), distal context (e.g. culture, class, ideology) and proximal context (e.g. 
family relations, education, domestic situation), and the impact that these can have on 
people’s lives through mediating processes such as feelings, beliefs, metaphors, and 
symptoms. Falicov (1995) has used the environmental context (e.g. community, 
work), migration/acculturation context (e.g. loss of support networks, grief, language, 
values, social networks), the family life cycle, and family organisation as contextual 
backdrops against which to understand people’s psychological distress. Boyd-Franklin 
(1989) has used a multi-systems approach in her understanding of the impact of wider 
systems on people’s psychological well being, and has targeted these for her 
interventions with ethnic minority families. These models have strengths in being able 
to address the impact that the wider context can have on the psychological functioning
of individuals and their families. Whilst clinical interventions bringing about 
successful change through interventions carried out at the social level have also been 
described (Holland, 1992), they are harder to audit and evaluate for their 
generalisability and long-term clinical effectiveness.
One of the weaknesses of ecological frameworks is that they do not contain empirical 
evidence to support the theory. These frameworks do not contain a clear description 
about causal mechanisms for explaining specific psychological and psychiatric 
disorders such as obsessive-compulsive disorder. Ecological frameworks therefore 
become difficult to test out through empirical research. They are weak in their 
explanations about how environmental factors are associated with psychological 
disorders, and how the interplay between them mediates psychological distress. 
Smail’s (1990) model is stronger in describing mediating processes leading to 
psychological distress. The review will now examine recent clinical research related to 
cross-cultural therapy.
The Recent Clinical Research In Cross-Cultural Therapy
The difficulty of not having a precise definition for culture has been dealt with by 
using ethnicity as a category in comparative studies. However, even using ethnicity to 
classify research participants for the purposes of comparison treats these groups as if 
they were homogeneous, and therefore does not take into account diversity contained 
within any group of people. Therefore, one important consideration for psychological 
research is whether group classifications based on ethnicity are useful to make in the 
first place. The weaknesses in the validity and reliability of using standardised
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psychological instruments when employed across different ethnic groups, include the 
limitations associated with the transferability of psychological constructs, language, 
meanings and metaphors across different ethnic groups.
Clinical audits of client satisfaction have often reported the finding that many ethnic 
minority service users would prefer to be seen by someone of the same cultural 
background, though others have shown a strong preference for being seen by a 
clinician who is not from the same cultural background (Coleman et al, 1998; Hillier 
et al, 1994; Gregory and Leslie, 1996) However, such studies fail to control for 
whether other groups of service users would also hold similar views about their 
preference to see a clinician from a similar background. Higher drop out rates for 
ethnic minority service users making use of mental health services are often explained 
in terms of a cultural mismatch between the service user and the clinician (Gregory 
and Leslie, 1996). However, such an explanation may be one of many other reasons 
such as the inappropriateness of the referral or service users fearing negative 
consequences of being seen in a mental health setting.
The extent to which clinicians are able to address issues of cultural difference 
explicitly with service users can be varied (Howarth, 1998). The level of clinical 
supervision provided for clinicians to be able to address issues of cultural difference 
may be variable (Dennis, 1998). Ethnic minority trainees, as well as white trainees 
have reported their anxieties when working cross-culturally, and wanting more 
supervision and support with this work (Patel, 1998; Wilson and Smith, 1993). Ethnic 
minority trainees have also commented on feeling untrained to carry out clinical work 
with ethnic minority service users, and that growing up in a minority is not enough in
itself to carry out clinical work with service users from the same ethnic minority 
group. Trainees have also commented on the need for more clinical supervisors and 
academic staff from similar cultural backgrounds to their own (Wilson and Smith, 
1993). In a survey carried out in America there were only 20 African American 
members of academic staff from a total of 653 staff teaching on family therapy 
courses, and only one African American clinical supervisor from a total of 66 (Wilson 
and Smith, 1993). In a British survey of clinical psychology supervisors 18 out of 108 
supervisors who participated in a questionnaire were classified as belonging to an 
ethnic minority (Dennis, 1998).
Implications For Clinical Psychology Training
The need to recruit more trainees from ethnic minorities has been identified by Boyle, 
Baker, Bennett, and Charman (1993). A case has also been made for having more 
teaching on cultural issues on clinical psychology courses (BPS Race and Culture 
Special Interest Group, 1995). Clinical psychology training does include much more 
on cross-cultural work than it used to. However, the training format of covering 
cultural issues, equal opportunities, or gender issues through designated workshop 
slots on these topics, can create an academic marginalisation within the training. 
Issues of difference need to be addressed across all the teaching on the curriculum.
Sue and Sue (1990) have suggested that cultural teaching on clinical courses needs to 
include a raising of trainees’ consciousness about cultural issues relating to clinical 
practice, training aimed at getting trainees in touch with their feelings about cultures 
different to their own, providing trainees with a knowledge base about cultural
aspects, and helping trainees develop appropriate clinical skills to work cross- 
culturally. Whilst it may be important to help trainees to get in touch with their 
feelings and attitudes about cultures different to their own, this should not be done in 
a way which alienates people or increases their anxiety about working with people 
from different cultures (Corsellis, 1997). Cross-cultural training needs to be 
incorporated into the core curriculum in clinical psychology training. Imber-Black 
(1997) has suggested that culturally competent practitioners need:
1. Theoretical models that cut across cultures.
2. Culture specific content that cuts across stereotypes.
3. Sufficient knowledge of one’s own culture.
4. Therapeutic attitudes marked by an openness and lack of imposition.
Suggestions for experiential teaching exercises using role plays, role reversal, family 
sculpts, and written tasks (Bermudez, 1997), cultural genograms (Hardy and 
Laszloffy, 1995), use of fiction, teaching videos, and films (Almeida, Woods, 
Messineo and Font, 1998), and raising trainees’ self awareness and understanding of 
cross-cultural issues and the saliency of oppression (Arnold, 1993; Falicov, 1995) 
through the use of common themes such as the impact of history or socio-economic 
policies on families across different cultural groups are helpful. However, this only 
maintains the teaching at the level of consciousness raising.
Clinical training needs to expand the content of the curriculum to address issues of 
diversity. It also needs to help trainees develop a more sophisticated understanding of 
the broader socio-political processes associated with minority groups experiencing 
disempowerment and inequalities in many aspects of their life.
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Conclusion
This review has highlighted the difficulties with trying to define culture, and has 
questioned its usefulness as a construct. The clinical literature has reflected the 
confusion in how culture has been thought about with respect to work in mental 
health. However, the cultural influences in people’s lives play an important part in 
their psychological well-being. The new theoretical frameworks that have been 
developed to take account of culture in relation to people’s psychological functioning 
have provided a useful way forward.
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Academic Review 2: The Family Life Cycle Framework
Introduction
The family life cycle framework has become an established core theoretical 
foundation within family systems theory. This academic review attempts to primarily 
develop a theoretical critique of the family life cycle framework proposed by Carter 
and McGoldrick (1989). As very little empirical work has been carried out specifically 
in relation to the life cycle framework, the empirical and clinical literature examined 
in this review has been chosen on the basis of its association with particular life cycle 
stages or stressful life events.
The review will firstly give a brief summary of the life cycle framework described by 
Carter and McGoldrick (1989). The critique is broadly organised around the themes of 
family forms and life cycle stages or transitions.
The Life Cycle Framework
In proposing the life cycle framework Carter and McGoldrick (1989) have warned 
against the rigid application of the normal family life cycle. This has been done in 
order to prevent self-scrutiny and pathologising of deviations from the normative 
framework described. They have shown an awareness of the diversity of family forms 
in modem society, and have acknowledged that the paradigm of the middle class 
American nuclear family is ‘more or less mythological’. However, they have defended 
their position of using this model of ‘the family’ on the basis of it being ‘statistically
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accurate’, and because it relates ‘in part to existing patterns and in part to the ideal 
standards of the past against which most families compare themselves’.
Carter and McGoldrick (1989) have chosen to privilege the family life cycle over the 
individual life cycle of family members, and have argued this position on the basis of 
viewing the family as being the primary context for human development. Although 
the family is placed in the broader context, the authors do not provide a framework for 
how the wider context is influential in family development. The key life cycle stages 
that are utilised by Carter and McGoldrick are:
1. Leaving home of the single young adult.
2. The union of two adults through marriage (the new couple).
3. A family bringing up young children.
4. A family with adolescents.
5. The launching of young adults.
6. The family in later life.
Carter and McGoldrick (1989) describe family development as progressing through 
the above stages, and suggest that the successful negotiation of each stage is 
associated with normative stresses. Each stage is thought to be associated with 
negotiating tasks that are of the first order in terms of their practicalities, or of a 
second order when requiring more fundamental changes in family functioning or 
outlook. This model is given in table 1. The authors have extended their framework to 
include divorced couples and those individuals who go on to re-marry. These are 
summarised in tables 2 and 3 respectively. These tables are reproduced from Carter 
and McGoldrick (1989).
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Carter and McGoldrick (1989) also describe predictable developmental changes (e.g. 
marriage, birth of a child) that accompany the family life cycle. There are also 
unexpected developmental changes (e.g. sudden illness or the unexpected death of a 
family member). The developmental changes are described as creating stress on the 
family. This stress is added to when there are also unresolved intergenerational issues 
impinging on the family (e.g. family myths, family patterns). The coming together of 
both developmental and intergenerational stressors at a given point in time is thought 
to significantly increase the stress experienced by the family. It is at these times that 
the risk to the family is highest for becoming stuck in dysfunctional patterns of 
behaviour. An interruption or dislocation in the unfolding family life cycle stage at 
such a point in time is thought to lead to the family being unable to negotiate a 
particular life cycle stage, and thus lead to symptoms or dysfunction in the family. 
This process is shown in diagram 1 which is taken from Carter and McGoldrick 
(1989).
A critique of the family life cycle framework is now undertaken. The theoretical 
underpinnings of this framework are examined, and the associated empirical and 
clinical literature is reviewed.
The Construction Of Family
The family life cycle framework has been criticised for privileging the intact 
heterosexual nuclear family as the ‘norm’ (Gorell Barnes, 1998), and not taking other 
family forms such as single parent families, the extended family as a unitary form, 
foster families, and gay and lesbian families into consideration (Korittko, 1991; Slater,
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1995). It has been argued that holding the heterosexual nuclear family in the 
privileged position has led to the devaluing, subjugation and pathologising of other 
equally valid family forms (White and Woollett, 1992, Burman, 1994). In Britain 
single parent families are thought to represent about one third of all families, about 
one third of married couples get divorced, about one quarter of a million children are 
estimated to be brought up in institutional care, and about 70% of women are 
economically active (White and Woollett, 1992). Many couples have children through 
reproductive assistance, whilst many other remain childless through infertility or by 
choice (White and Woollett, 1992). Krause (1998) has described extended family and 
other kinship ties that are used to define the family unit in many cultures. The family 
life cycle framework has also been criticised for not taking full account of the impact 
that poverty, class differences, and the dependence of many families on state support 
networks, have on family functioning (Goldenberg and Goldenberg, 1996).
Although the life cycle framework has a high degree of face validity, it remains 
largely descriptive. Its general acceptance within the family therapy literature is not 
founded on a strong empirical footing. The life cycle framework as a stage model is 
now examined.
The Life Cycle Framework As A Stage Model
The original life cycle framework proposed by Carter and McGoldrick (1989), has 
been criticised for not taking a full account of the life cycle stages that are associated 
with non-heterosexual nuclear families. In making this criticism several authors have 
suggested alternative life cycle stages for family forms not given consideration in the
original framework described by Carter and McGoldrick. For example, Korittko 
(1991) has described the life cycle stages for separating heterosexual couples as 
including the aftermath following separation, the re-alignment of relationships with 
others, the re-establishment of a social life for the single adult, and the separation 
from adult children. Kissman (1991) has described the changes that occur in single 
parent families post-separation as including family re-alignments following 
separation, the child identified with the absent parent bearing the brunt of the 
custodial parent’s anger, intergenerational readjustments (e.g. grandparent having to 
parent the grandchild), changes in family routines and the division of labour, and a 
redefinition of family rituals (e.g. how birthdays or Christmas are celebrated). Nichols 
and Nichols (1993) have suggested the stages of mating and marriage, early years as a 
couple, the middle years, and the later years for married couples as alternative stages 
for the marriage life cycle. Slater (1995) has proposed five life cycle stages for lesbian 
couples, these being a) the formation of a couple relationship, b) establishing an on­
going relationship through learning how to manage both similarities and difference in 
the relationship, c) a commitment to the partner and a closing down of other 
relationship options, d) establishing confidence in the partner through joint activities, 
and e) facing old age together as a couple. Slater (1995) notes that individuals in a 
lesbian relationship may be at different stages of acceptance of their sexual identity, 
and that lesbian couples often have a greater diversity for age, ethnicity, and religion 
within their partnering when compared to heterosexual couples.
The stage model implies a linear progression through time. Although the examples 
given above are useful additions to the family life cycle framework proposed by 
Carter and McGoldrick (1989), they are also open to the same criticisms that can be
made of the original stage family life cycle framework. Firstly, stage models can 
create and re-create the same expectations of a linear progression of the new norms 
that replace the old ones. Generalising from stage models can lead to expectations 
about normal and abnormal ways of being (Slater, 1995). Also, utilising a family stage 
model makes it difficult to process the other variations within and across particular 
life cycle stages. Also, it has been suggested that rather than a smooth linear 
progression, the more typical pattern in families is that of oscillations within and 
between life cycle stages (Gorell Barnes, 1998). For example, oscillations across life 
cycle stages may occur for families who have undergone migration to a new country, 
when they experience tensions in wanting to remain unchanged and yet adapt to the 
new country (Gorell Barnes, 1998). The stage model has no in built explanation to 
take account of the trauma and disruption caused by events such as war. The traumatic 
experience of many refugee families (Papadopolous, 1999), and subsequent fleeing of 
a war zone has become a common life cycle occurrence for many families. This type 
of family disruption is not described in the family life cycle stage model. A focus on 
life cycle stages sometimes reduces the attention that needs to be paid to developing a 
contextual understanding of psychological distress and a better appreciation of the 
socio-economical hardship faced by many families. The stage model provides little 
information about the causal pathways to family distress, and this issue is now taken 
up below.
Causal Pathways In The Life Cycle Framework
Within the life cycle framework there is an assumption that a build up of numerous 
stressors, and the specific combination or coming together of the developmental and
intergenerational stressors at a given point in time are associated with a marked 
increase in the stress experienced by a family. There is indirect support for the latter 
supposition from the empirical research on life events. For example, first year 
university students who had undergone the transition of leaving home, were found to 
report greater psychosomatic symptoms and show greater psychological distress if 
they had experienced additional life events such as a recent break-up of a relationship, 
or the death of a close family member or a close friend (Scaloubaca, Slade, and Creed, 
1988). In their study of mothers in New Zealand, who had experienced the death of 
their new bom child, Ford, Hassall, Mitchell, Scragg, Taylor, Allen, and Stewart 
(1996) found that those mothers who had experienced 6 or more recent life events 
were more likely to have been of Maori decent, have had a lower socio-economic 
status, been under the age of 20 years when having their first child, to have left school 
before the age of 16 years, and to have smoked cigarettes during their pregnancy. 
Hutton and Bradley (1994) have reported higher levels of depression, social 
withdrawal, and aggressive behaviour for adolescents who had a younger sibling die 
within 20 weeks after birth, when the adolescents were themselves young children.
The empirical studies described above do lend some support to the supposition made 
by Carter and McGoldrick (1989), that a build up of life events and the associated 
stress with these, can lead to psychological stress being experienced by individuals. 
Significant correlations between an increased number of stressors and psychological 
distress, however fail to determine whether there are particular causal links between 
life events and increased levels of psychological distress. The studies also highlight 
that the types of life events experienced may be of greater significance than the total 
number that are experienced. The temporal sequencing of life transitions or life
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events, with the manifestation of psychological distress is also unclear as the above 
studies show associations of distress with both recent and past traumatic experiences. 
The manifestation of symptoms at different time points would be consistent with the 
family life cycle framework, in that unresolved intergenerational issues may come 
more to the fore at a particularly stressful life cycle stage. However, the importance of 
the oscillations that can occur has to be kept in mind. The empirical studies described 
in this section also highlight the importance of the association of contextual factors 
with psychological distress. Whilst the studies described above are based on 
individuals, some of the methodology they utilise can be employed to develop 
standardised measures to assess family stress. Ideally, a longitudinal research design 
would be required to explore the association between life cycle stages and manifested 
psychological distress more thoroughly. Research measures would also need to take 
account of the meaning and significance that was being attached by families to 
particular life events or life cycle stages, as these may be having a more powerful 
influence on the amount of distress caused than the actual events themselves. Cultural 
variations in the significance attached to particular life cycle stages would also have to 
be taken into account.
The Life Cycle Stage Of Adolescence
Adolescence has been stereotyped as a troubled and troubling time in the life of a 
young person. The life cycle framework has focused more on the experiences of 
parents rather than those of the young person at a given life cycle stage. The 
experience of young people also needs to be considered. One of the difficulties of
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evaluating empirical studies with this age group is the extent to which behaviours of 
the young people can be seen as normative.
Pagani, Tremblay, Vitario, Kerr, and McDuff (1998) have reported their findings from 
a longitudinal cohort study of children followed through from the ages of 6 to 15 
years. The cohort was identified for white French speaking Canadian bom parents 
who had not gone onto further education on finishing secondary school. Their children 
were assessed on behavioural indices at the age of 6 years. The children were then 
assessed annually from the age of 12 to 15 years. They were divided into four 
comparison groups; a) children whose parents divorced when the children were aged 6 
to 11 years and remained unmarried when the children were aged 12 to 15 years, b) 
children whose parents divorced when the children were 6 to 11 years and who re­
married when the children were aged 12 to 15 years, c) those children whose parents 
remained married throughout, and d) those children whose parents divorced and 
remarried when the children were aged 6 to 11 years. The children whose parents had 
remained single after they had divorced when they were young (i.e. 6 to 11 years), self 
reported the least amount of delinquency and a greater level of parental supervision, in 
comparison to the other groups of children. Children whose parents had divorced and 
then remarried during their adolescence showed the greatest levels of self-reporting 
for delinquency, fighting, theft, poor communication with their parents, and feeling 
less supervised by their parents. This study did not include ratings from parents. No 
validity and reliability data were given on the self-report measure used with the 
children. Also, viewing the parents as a homogeneous group is questionable.
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For the homosexual young adult there may be additional stresses associated with 
having to manage the heterosexual expectations of their parents and the wider society 
(Tasker and McCann, 1999). Issues relating to the young person’s emerging sexual 
identity, societal homophobia, consolidation of self-identity, disclosure of sexual 
orientation to parents and friends and dealing with their reactions, having to live in 
secrecy, and the potential risk of social isolation, can lead to additional stress being 
placed on the young person (Baptiste, 1987; Tasker and McCann, 1999).
The above studies highlight one of the weaknesses of the family life cycle, in not 
being able to address life cycle stages associated with individuals, particularly when 
they are reaching adulthood. The issues specific to a particular age group are harder to 
keep to the forefront when working within a family framework. Within clinical work a 
similar tension is often mirrored in relation to service provision for young people, and 
whether young people are better able to engage within a family Or individual 
framework for intervention. The oscillations towards greater independence for young 
people, and the construction of young people as still in need of parental nurturance 
and guidance, leads to both a familial and professional uncertainty in how to work 
with adolescents. The studies described above also demonstrate that it may not be 
possible to understand family distress and dysfunction based on a linear causal 
explanation. Multivariate explanatory causal models for family dysfunction, within 
the life cycle framework, would need to develop theoretical frameworks that can 
incorporate a broader contextual understanding.
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Alternative Living Arrangements
Adolescents who were fostered following a disruptive early upbringing with their 
biological parents have been found to be at greater risk than those who were fostered 
from a stable family of origin; with those adopted as babies having the least risk 
(Howe, 1997). In this study Howe fails to give consideration as to whether the mean 
age of 8.27 years for those fostered from stable backgrounds, compared to the mean 
age of 4.37 years for those fostered from unstable backgrounds had any bearing on the 
findings. In terms of life transitions, the age of 5 years is usually associated with the 
transition to school and may be a crucial age where a significant disruption could lead 
to a greater negative impact on the child. Children who have been placed in residential 
care following a disruptive early home environment have been reported to be at 
greater risk for oppositional behaviour, feeling worried or depressed (Vorria, Rutter, 
Pickles, Wolkind, and Hosbaum, 1998).
Young people brought up by single mothers, or gay or lesbian couples have been 
shown to fare no better or worse in their level of functioning than children growing up 
with heterosexual parents (McFarlane, Bellisimo, and Norman, 1995; Golombok, 
Tasker, and Murray, 1997). What appears more important for the well being of young 
people is the level of positive family functioning, level of parental caring, positive 
attachment with the parents, and empathie parenting style devoid of excessive 
intrusion.
Parents in single parent led families may experience conflicts and difficulties in 
relation to issues related to their children, their new partner, the absent parent, feelings
of guilt and shame, and the relationships and influence exerted by significant others 
such as grandparents of their child (Korittko, 1991).
In seeking therapy parents from step-families have often valued the validation offered 
by the therapist (Visher, Visher, and Pasley, 1997). Therapists may need to become 
more knowledgeable about different family forms and life experiences that go with 
these. Tasker and McCann (1999) have recommended that therapists need to develop 
a knowledge base in relation to working with gay and lesbian families, that therapists 
need to be aware of appropriate professional networks which may be of help to these 
service users, and that therapists need to seek out positive affirmation in supervision 
of their work with gay and lesbian families. Some gay and lesbian couples find it 
helpful to have a closed relationship as an adaptive coping strategy; which is 
sometimes seen by professionals as unhelpful or enmeshed (Malley and Tasker, 
1999). Lesbian couples may sometimes be forced to adopt idiosyncratic solutions 
when facing universal problems (Slater, 1995).
The studies described in this section describe children living in households not 
necessarily consisting of two heterosexual parents. Generally, the type of family form 
that is employed by parents appears to have little bearing on the functioning of the 
child. Children who have experienced difficulties in earlier life are likely to 
experience difficulties during their adolescence. Different family constitutions and 
living arrangements have not been described in the family life cycle framework. The 
framework needs to be developed further to take these families into consideration. 
The position and presence of children is not very prominent in the life cycle 
framework, and this also needs to be addressed.
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Family Rituals
The readily available family life scripts that make it easier to grow into adult roles and 
the sanctioned public rituals that go with rites of passage are not as readily available 
for gay and lesbian families (Slater, 1995). The experience of other minority groups is 
similar. For example, the experience of trauma and subsequent refuge in another 
country can work towards subjugating rituals. Woodcock (1995) has described 
making use of healing rituals within the therapeutic context. The life cycle framework 
remains restricted in its discussion of family rituals and rites of passage, in relation to 
significant life cycle stages. The life cycle framework has focused more on the 
associated tasks with a given life cycle stage, and hence fails to give sufficient 
consideration to the significance of metaphors and cultural symbolism in relation to 
rites of passage. The latter are shown to hold greater significance in many Eastern 
cultures (Krause, 1998).
Developing The Life Cycle Framework
The life cycle framework has lacked an empirical foundation on which to base its 
theoretical underpinnings. Although the framework has a high degree of face validity, 
there has been a lack of specific research based around it. Whilst some of the 
empirical research on significant life events appears to support the description about 
the impact of developmental stressors on family functioning, this evidence is indirect. 
Clinically, it proves to be a useful tool and anecdotally it has good face validity. The 
construct validity is weaker for this framework.
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Research into the family life cycle needs to take account of both individual and family 
functioning. Standardised measures for individual functioning are more readily 
available. One possibility would be to develop a way of combining individual scores 
into a composite family score. However, this would not be a satisfactory way as 
family size would also have to be taken into account when computing a composite 
score. Alternatively, new measures would have to be devised for a global measure of 
family functioning. A research methodology using standardised measures would 
increase the reliability and validity with which changes and family stress could be 
measured in relation to particular life cycle changes. The normative adaptation and 
coping strategies that are used by families could be explored, and the availability of 
support networks could be examined, as it could be hypothesised that these may be of 
greater significance in predicting family dysfunction than the amount of stress 
experienced by the family.
A longitudinal study would be better suited to follow the progress of a family, but 
would be practically and financially difficult to implement. The alternative would be 
to employ a cross-sectional research design. The life cycle stages chosen for future 
research would be harder to determine if the stages used by Carter and McGoldrick 
(1989) are not used as points of reference. Another possibility would be to carry out a 
clinical audit examining the age distribution of children referred to professional 
agencies or clinical notes which would be rated for significant life cycle stages or 
transitions.
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Towards A Model Of Family Transition
The stage model of linear progression when applied to the family life cycle has 
limitations in relation to understanding oscillatory processes and within stage 
variations. It also puts the major focus on the stages themselves, ignoring individual 
and family variations within any given stage. The significance and meaning associated 
with a particular life cycle stage or life event is not fully addressed in the framework 
suggested by Carter and McGoldrick (1989).
A model of family transitions provides a viable alternative. It would allow for 
individual, as well as family transitions, and it would be more suitable in being able to 
take account of different family forms and life experiences. A transition point can be 
defined as any culturally significant life transition (e.g. death, birth, anniversary), or 
an everyday/ordinary significant transition (e.g. starting a new job, being made 
redundant). Its significance to the individual or family would be determined in relation 
to the importance that it has for the individual or family. This would be compared to 
the importance that the particular transition point has within the familial and societal 
context (e.g. the significance of the ritual involved in naming of a child, the social 
meaning of being sent to prison, whether becoming pregnant is seen as positive or 
negative under particular family circumstances). The transition point can be rated for 
the degree to which it has had a positive or negative impact on the individual and the 
family. The significance of the meaning that is attached to the life transition would 
also need to be known. A transition framework allows for the possibility of diversity 
of family forms and situation. It also allows for the process associated with the life
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transition to be evaluated in greater detail, and it is able to address the significance 
that may be attached to the particular life transition.
Significant nodal points can then be based around transitional changes rather than 
around life cycle stages. The transitional nodal points could be developed around the 
following life transition changes:
1. Changes in family membership or family composition (e.g. a family member leaves 
home, a daughter-in-law joins an extended family through marriage, death of a 
family member, birth of a child, dislocation of family members through war or 
seeking refuge, re-constitution through becoming a step-family).
2. Changes in family’s home context (e.g. moving home, leaving country of origin, 
change of school, change of employment circumstances, coming into contact with 
new context through for example education or migration, child going into 
institutional or foster care).
3. Changes within family in relation to the broader context (e.g. middle class family 
experience poverty through becoming a refugee in a new country or fundamental 
changes in socio-economic circumstances for a woman through divorce, moving 
across class barriers through education and employment).
4. Changes in relationships experienced by family members (e.g. maintaining a 
relationship with a partner following divorce, new relationships established in the 
family with a new bom child or additional family member through partnering, 
forming new friendships at school).
5. Changes in personal circumstances (e.g. illness, psychological well being, 
developing a cultural or sexual identity, emerging personhood, personal growth and 
development).
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I have attempted to develop a provisional framework based on life transition. These 
ideas need much further elaboration.
Summary
This academic review provided a theoretical critique of the life cycle framework based 
on the theoretical, clinical and research literature. There is evidence to support the 
view that life events, and the significance that these may have for an individual, can 
be associated with psychological distress if these events have experienced in negative 
ways. The higher rates of psychological distress during adolescence for young people 
who have had difficult earlier lives provides indirect evidence to support the 
description provided by Carter and McGoldrick (1989) that unresolved 
intergenerational issues or failure to successfully proceed through a life cycle stage, 
may be associated with psychological distress at a later stage of family development. 
The reliance of the individual may also play a major part in whether symptoms are 
manifested at a later stage in life. The life cycle framework has been developed by 
other writers to give greater consideration to a wider representation of family form 
within the available framework. The weaknesses of a framework employing a stage 
model of family development were highlighted. A provisional alternative framework 
utilising life transitions was developed.
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Table 1-1. The Stages of the Family Life Cycle
Family Life 
Cycle 
Stage
Emotional Process of 
Transition: Key 
Principles
Second-Order Changes in Family Status 
Required to Proceed Developmentally
1. Leaving home: 
Single young 
adults
The joining of 
families through 
marriage: The 
new couple 
Families with 
young children
Families with 
adolescents
5. Launching 
children and 
moving on
Families in later 
life
Accepting emotional and a.
financial responsibility 
for self. b.
Commitment to new 
system.
Accepting new members a. 
into the system.
b.
Increasing flexibility of 
family boundaries to 
include children’s 
independence and 
grandparent’s frailties.
Accepting a multitude of a.
exits from and entries into b. 
the family system.
Accepting the shifting of a. 
generational roles.
Differentiation of self in relation to family 
of origin.
Development of intimate peer 
relationships,
Establishment of self regarding work and 
financial independence.
Formation of marital system,
Realignment of relationships with extended 
families and friends to include spouse.
Adjusting marital system to make space for 
child(ren),
Joining in childrearing, financial, and 
household tasks,
Reahgnment of relationships with extended 
family to include parenting and 
grandparenting roles.
Shifting of parent child relationships to 
permit adolescents to move in and out of 
system.
Refocus on mid-life marital and career 
issues.
Beginning shift toward joint caring for 
older generation.
Renegotiation of marital system as a dyad. 
Development of adult to adult relationships 
between grown children and their parents,. 
Realignment of relationships to include in­
laws and grandchildren.
Dealing with disabilities and death of 
parents (grandparents).
Maintaining own and/or couple functioning 
and interests in face of physiological 
decline: exploration of new familial and 
social role options,
Support for a central role of middle 
generation,
Making room in the system for the wisdom 
and experience of the elderly, supporting 
the older generation without over 
functioning for them.
Dealing with loss of spouse, siblings and 
other peers and preparation for own death. 
Life review and integration.
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Table 1-2. Dislocation of the Family Life Cycle Requiring Additional Steps to Restabilize and 
Proceed Developmentally
Phase Emotional Process of 
Transition Prerequisite 
Attitude
Development Issues
Divorce
1. The decision to Acceptance of inability to a. Acceptance of one’s own part in the failure
divorce resolve marital tensions 
sufficiently to continue 
relationship.
of the marriage.
2. Planning the Supporting viable a. Working co-operatively on problems of
break-up of the arrangements for all parts custody, visitation, and finances,
system of the system. b. Dealing with extended family about the 
divorce.
3. Separation a. Willingness to continue a. Mourning loss of intact family.
co-operative co-parental 
relationship and joint 
financial support of
b. Restructuring marital and parent-child 
relationships and finances: adaptation to 
living apart.
children, c. Realignment of relationships with extended
b. Work on resolution of 
attachment to spouse.
family: staying connected with spouse’s 
extended family.
4. The Divorce More work on emotional 
divorce: Overcoming
a. Mourning loss of intact family: giving up 
fantasies of reunion.
hurt, anger, guilt, etc. b.
c.
Retrieval of hopes, dreams, expectations 
from the marriage.
Staying connected with extended families.
Post Divorce Family
1. Single-parent Willingness to maintain a. Making flexible visitation arrangements
(custodial financial responsibilities. with ex-spouse and his family.
household or Continue parental contact b. Rebuilding own financial resources.
primary
residence)
with ex-spouse, and 
support contact of 
children with ex-spouse 
and his or her family.
c. Rebuilding own social network.
2. Single-parent Willingness to maintain a. Finding ways to continue effective
(non-custodial) parental contact with ex­ parenting relationship with children.
spouse and support 
custodial parents
b. Maintaining financial responsibilities to 
ex-spouse and children.
relationship with children. c. Rebuilding own social network.
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Table 1-3. Remarried Family Formation: A Development Outline
Steps Prerequisite Attitude Developmental Issues
1. Entering the new Recovery from loss of first a. Recommitment to marriage and to
Relationship marriage (adequate forming a family with readiness to deal
“emotional divorce”). with the complexity and ambiguity.
2. Conceptualising Accepting one’s own fears a. Work on openness in the new
and planning new and those of new spouse and relationship to avoid pseudomutality.
marriage and children about remarriage and b. Plan for maintenance of co-operative
family forming a stepfamily financial and co-parental relationships
with ex-spouses.
Accepting need for time and c. Plan to help children deal with fears.
patience for adjustment to loyalty conflicts and membership in
complexity and ambiguity of: two systems.
1. Multiple new roles, d. Realignment of relationships with
2. Boundaries: space, time. extended family to include new spouse
membership, and and children.
authority. e. Plan maintenance of connections for
3. Affective issues: guilt. children with extended family of ex-
loyalty conflicts, desire spouses(s).
for mutuality.
unresolvable past hurts.
3. Remarriage and Final resolution of attachment a. Restructuring family boundaries to
reconstitution of to previous spouse and ideal allow for inclusion of new spouse-
family of “intact” family: stepparent,
Acceptance of a different b. Realignment of relationships and
model of family with financial arrangements throughout
permeable boundaries. subsystems to permit interweaving of
several systems.
c. Making room for relationships of all
children with biological (noncustodial)
parents, grandparents, and other
extended family.
d. Sharing memories and histories to
enhance stepfamily integration.
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THE PROFESSIONAL DOSSIER
Service Developments Through The Implementation Of The HAS Report
Introduction
The professional dossier describes recent changes in service provision that were initiated 
in response to a report commissioned by the National Health Advisory Service titled 
‘Together we stand’ (Department Of Health, 1995). This report will be referred to as the 
HAS Report throughout this document. The HAS Report has made important 
recommendations with regard to the provision of Child and Adolescent Mental Health 
Services (CAMHS) in Britain.
The professional dossier describes the changes that have taken place within a particular 
CAMHS service over a period of four years between 1996 and 1999. The first year was 
spent in planning for the implementation of the HAS Report, and the changes resulting 
from the initial planning have taken place in the subsequent three years. For clarity the 
CAMHS team based in the community will be referred to as the ‘core team’ throughout 
this document. It is the core team that provides the focus for the professional dossier.
Aims Of The Clinical Dossier
The aims of the professional dossier are:
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1. To provide a summary of the HAS Report in order to contextualise the changes
that took place in a CAMHS service located in an urban area.
2. To describe the process of implementing the HAS recommendations.
3. To explore from a theoretical perspective factors which appear to facilitate or
impede change, in order to inform future change management within the service.
4. To evaluate the changes made.
An Introduction To The HAS Report
The HAS Report states that historically, CAMHS provision in Britain has been 
characterized by poor service planning, marked variations in the distribution and quality 
of the services provided, and service provision not being matched to local need. The HAS 
Report has made several recommendations to address the deficits in CAMHS provision 
that were identified.
The Key Recommendations Of The HAS Report
The key recommendation made in the HAS Report include the following:
1. There is a need for partnership and collaboration between purchasers and 
providers in the health service, and across agencies (e.g. health, social services, 
education, voluntary sector). Partnership and collaboration is encouraged through 
closer working relationships between CAMHS staff and professionals from other 
agencies and disciplines (e.g. adult mental health, education, social services,
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primary care). The HAS Report recommends joint commissioning of CAMHS 
provision as a means to increase collaboration across the different agencies 
providing care for young people.
2. The HAS Report suggests that collaboration at every level of service management 
and delivery (within and across agencies) can lead to better strategic planning of 
services. The Report argues that better service provision results from joint 
ownership of service planning. It suggests that the sharing of strategy and agenda 
for action by the chairs of agencies and their chief executive officers, leads to 
more effective implementation of service provision.
3. The HAS Report states that CAMHS provision should reflect local need. The 
Report makes a case for utilising epidemiological data, local demographic 
information, evidence based treatment approaches, and the views of local 
stakeholders (both service users and the general public), in order to plan and 
provide services that can meet the local need.
4. The Report suggests that there is a need to reduce the duplication of service 
provision across different agencies. This can be achieved by employing a primary 
mental health worker, whose dual role would be to filter referrals made to 
CAMHS, and to support workers who have direct contact with children to carry 
out much of the work (e.g. health visitors, teachers, school nurses).
5. The HAS Report recommends extending CAMHS provision to young adults up to 
the age of 19 years.
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The HAS Report has conceptualised the provision of mental health services for children 
and adolescents as occurring across four levels or tiers. Each tier is seen as providing 
services to meet children’s mental health needs. The HAS Report proposes a model of 
service delivery whereby the more complex referrals are filtered up across the tiers, such 
that the greater level of expertise contained in the higher tiers matches the complexity of 
the referrals seen. The four tiers are conceptualised in the HAS Report as follows:
Tier One: Primary and direct contact services that are usually the first point of contact 
for children and their families (i.e. social workers, voluntary workers, GP’s, health 
visitors, teachers). Professionals working in tier one are encouraged to gain access for 
children to more specialised services, through referral routes that are clearly defined.
Tier Two: Consists of CAMHS professionals who can work independently in their own 
right to provide treatment for children (i.e. clinical psychologist, child psychiatrist, 
community psychiatric nurse, educational psychologist, social worker, occupational 
therapist, psychotherapist). Tier two CAMHS services provide assessment and 
intervention from clinic bases and other community locations. Individual clinicians 
working in a tier two CAMHS team, provide a direct clinical service to children and their 
parents.
Tier Three: This tier defines CAMHS teams with respect to individual practitioners who 
have expertise and experience with specific types of disorders (e.g. eating disorders), or 
CAMHS teams that can provide interventions needing greater specialist knowledge or
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expertise (e.g. specialist assessment teams, family therapy teams, day unit teams, 
psychotherapy supervision teams, substance misuse teams).
Tier Four: Very specialised intervention and care (e.g. specialised outpatient services, 
inpatient child and adolescent mental health services, specialised psychiatric liaison 
services).
The Service Context
The Child and Adolescent Mental Health Service (CAMHS) is staffed by two 
multidisciplinary teams drawn from the professions of clinical psychology, social work, 
child psychiatry, psychiatric nursing, child psychotherapy, play therapy, and family 
therapy. The larger team is based in the community and employs a total of 8.0 full time 
equivalents of clinical staff. The smaller hospital based team employs a total of 2.0 full 
time equivalents of clinical staff. The two CAMHS teams provide placements for trainee 
clinical psychologists, child psychiatrists and child psychotherapists. The majority of 
clinicians work part-time.
The CAMHS core team has traditionally accepted referrals from professionals such as 
GPs, social workers, teachers, health visitors, and educational psychologists. It has also 
accepted referrals from parents. In the period from 1994 to 1999 the total number of 
referrals made to community clinic has ranged from 537 to 617 per year (averaging at 
560 new referrals per year). The hospital CAMHS team mainly takes internal referrals
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from the paediatricians. Both teams only offer treatment on an outpatient basis. Currently 
CAMHS provides a service for children up to their sixteenth birthday.
The local population served by CAMHS consists mainly of white British families. East 
African Asian families are the largest ethnic minority population in the Borough, which 
also has smaller refugee communities from Sri Lanka, Somalia, and Afghanistan.
Historical Context To The Service
A short summary of the historical context of the core team is provided in order to give a 
context for understanding the process of change that followed the implementation of the 
HAS Report. The changes that have been implemented to date have largely been carried 
out in the core team.
The core team is providing a service from a building that is thought to be too small and 
unsuitable with regard to its physical layout. This type of difficulty has been highlighted 
in a recent report produced by the Audit Commission (1999) as being a common problem 
faced by many CAMHS services. The HAS Report has not made any specific 
recommendations about the type of premises that should house a CAMHS team, although 
it has made reference to such teams being located within easy access to service users. 
Organisations need to be nurtured through their development (Halton, 1994; 
Heginbotham, 1999), and one way professional staff can be enabled to feel looked after is 
by providing them with suitable premises to work from.
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Some of the types of difficulties identified in the HAS Report were apparent in this 
particular CAMHS service. The core team did not have protocols for deciding on which 
types of referrals it would accept. Referrals to the core team were usually received 
without any prior consultation with the referrer. Therefore, there was no process of 
filtering the referrals as suggested in the HAS Report. All new referrals were discussed in 
a weekly referrals meeting, with the aim of allocating all of these in this meeting.
The HAS Report has made recommendations about developing integrated and strategic 
lines of management for CAMHS. Prior to the implementations of the HAS 
recommendations, management of professional staff in the present CAMHS service 
consisted of individual line management through discipline heads of service. There was 
no overall manager of the service. The role of clinical director for the CAMHS service 
was held by a senior clinician working within the service, who was seen to hold the type 
of executive and symbolic role described by Morley and Hoskins (1984). The CAMHS 
service did not have the type of unitary management structure that has been suggested in 
the HAS Report; and also advocated by other authors (e.g. Kraemer, 1995). Within this 
pre-existing management structure there was a lack of clarity about who had overall 
management responsibility for the service, and what the primary task was for the 
CAMHS service. Working teams or organisations are thought to function better when 
they have a clear primary task (Campbell et al, 1989; Stokes, 1994), and a clear 
management structure (Roberts, 1994).
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About four years ago a Strategic Management Group (SMG) was formed, consisting of 
four senior clinicians from some of the disciplines. The SMG was functioning two years 
prior to the implementation of the HAS Report. The initial remit of the SMG had been to 
provide a strategic and executive role for the whole service. However, during its second 
year the SMG focused mostly on the task of developing proposals for the implementation 
of the HAS report.
Planning For Change
The proposals for implementing the HAS recommendations were predominantly 
developed by the SMG, and there was little involvement of other members of staff in 
drawing these up. In order to create a clearer divide between the tier two and tier three 
level of service provision, the SMG proposed that the core team should focus on 
providing a service that was consistent with the tier two level of service provision. In 
practice this meant that the core team would continue to accept referrals directly, and to 
some extent take on the task of filtering the referrals made to the service. It was hoped 
that the core team would provide a gate-keeping function to reduce the number of 
referrals being made to the service from tier one, as well as, passing on the more 
‘complex or specialist’ referrals to colleagues taking on tier three level work.
In order to distinguish the tier three level work taking place in the core team, the SMG 
proposed that some of the core team staff should form themselves into small cluster 
groups consisting of two to three people. Within this proposal, it was also suggested that 
staff employed at a consultant level should leave the core team, and work only as part of
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the cluster groups. It was envisaged that some members of staff from the core team would 
join a cluster group, but their main role would be within the core team. The cluster groups 
were formed on the basis of existing levels of expertise or area of special interest. There 
was a proposal to form cluster groups in the areas of child self-protection, pervasive 
developmental disorders, external consultation, paediatric liaison, eating disorders, and 
working with older adolescents. These cluster groups reflected the existing tier three level 
work being carried out in the service.
In order to balance the removal of consultant level of staff into the cluster groups, the 
SMG proposed the creation of a leader role for two members of the core team, in order to 
provide some level of leadership that had been previously held by the consultant level 
staff. The HAS Report has provided no clear criteria for task or role definition for the 
core team leader position (Berger, 1996), or what level of prior clinical or management 
experience that the team leader should have.
A discussion now follows about some of the changes that have been implemented on the 
basis of the HAS Report. These are summarised in Appendix. 1.
The Changes Made To The Core Team Structure
One structural change that was made to the core team was that of differentiating it from 
the cluster groups that were created. The core team managed its own team meetings 
independently of the cluster groups. This change was made in order to implement the
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distinction made in the HAS Report between tier two level of service provision, from the 
tier three level of provision being provided within the service.
The two leaders were nominated by the SMG to lead the core team. This reflected the 
HAS Report identifying the need for a leader for tier two teams. One of the team leaders 
was an existing member of the SMG, and provided a link for the core team and the SMG. 
This arrangement may have put this individual in a difficult position of having to identify 
with both the core team and the SMG. The tasks of the two leaders were divided so that 
one person had a larger role in developing the project work within the community, and 
the other leader had more responsibilities for the clinical work of the core team. The 
author of this report was asked to take on the leader role having responsibilities for the 
clinical work of the core team.
Also, two primary mental health workers were employed by the service, to address the 
interface between tier two and tier one as identified in the HAS Report.
The Management And Filtering Of New Referrals
As described earlier, there was no identified filtering system of new referrals to the core 
team. Before the changes were implemented, referrals did get allocated to an appropriate 
member of staff; this was achieved through the discussions that took place concerning the 
allocation of each new referral at the referrals meeting. However, this way of processing 
referrals was time consuming, particularly when there may have been between eight to
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twelve new referrals to discuss at any one meeting. One advantage of this type of 
referrals meeting was that it allowed for greater team cohesion, and a sense of shared 
ownership of the clinical work that clinicians were carrying out.
Following the implementation of the HAS Report there is now a much shorter referrals 
meeting to discuss only the more complex or urgent referrals. The processing of new 
referrals takes place outside of team meetings, and is managed by three clinicians. Once a 
referral is seen as being ready for allocation it is placed in an allocation tray. Clinicians 
now allocate new referrals to themselves from the allocation tray. This method of 
allocating referrals holds the possibility of inappropriate referrals being taken on by a 
member of staff. A team discussion about a referral often brought to light some of the 
possible complexities that may have arisen in subsequent work with the family.
The process of filtering referrals through to cluster groups (i.e. tier three level work) has 
not taken place. Although some of the cluster groups developed protocols for the types of 
referrals they would take, no clear operational criteria were developed for how this 
filtering would take place. Therefore, in practice the core team has continued to see the 
majority of referrals. This has put greater pressure on a smaller number to staff to see the 
same number of referrals made to the service.
Another way that was used by the core team to filter referrals, has been to set aside a 
whole day to see only new referrals for an initial assessment. This was done partly in 
response to a period of several months when a waiting list of about 40 referrals had built
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up. In keeping with the HAS Report, the idea behind these assessment days was to filter 
out referrals either back to tier one agencies, or filter upwards to the cluster groups. The 
assessment days have taken place about once in every three months. About twelve new 
families have been seen on the assessment day. They have been associated with a greater 
degree of multidisciplinary team collaboration, as all the members of the core team are 
involved. They have also been associated with a greater degree of team cohesion 
experienced by the core team.
However, in practice the assessment days have not led to the type of filtering envisaged 
in the HAS Report. Clinicians have found it difficult to work on the premise of once only 
appointments, and pass on the work to another colleague when they have made the initial 
engagement with a family. The transference and attachment that takes place during the 
first stages of building up a therapeutic alliance can be quite powerful (Clarkson, 1995). 
The therapist-client relationship is often idealised as the pre-eminent medium for change 
(Stokes, 1994). For some clinicians not taking on a family for further ongoing work may 
have felt like withholding therapy from the family. The premise behind the assessment 
days had more of a philosophical fit with brief solution therapy, where the emphasis is 
placed on utilising the family’s strengths in order to minimise the contact needed with a 
mental health professional (deShazer, 1988). Those clinicians who work in a more 
psychodynamic way have not been comfortable in doing one off assessments.
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The Interface With Tier One Professionals
The HAS Report has recommended greater inter-agency collaboration and closer working 
relationships between CAMHS teams and tier one services. One of the positive changes 
taking place has been the formalising of the pre-existing telephone liaison service that 
was offered by the core team to referrers and families. The liaison had previously been 
offered on an ad hoc basis in response to telephone enquiries to the service. Now the 
liaison is offered at a regular time each day and is managed on a rota basis by clinical 
staff.
The HAS recommended that CAMHS teams needed to build up the links with tier one 
agencies. The HAS Report suggested that this was a key role that could be undertaken by 
a primary mental health worker. The two primary mental health workers, who were 
appointed to the core team, were asked to meet with social services and local GPs, as a 
way to build up stronger links with these tier one professionals. The aim of these 
meetings was twofold. Firstly, they were given the task of determining the perceptions 
held by these two sets of professionals of the CAMHS service. Secondly, it was hoped 
that these meetings would allow the core team to identify opportunities for collaborative 
work with these professionals. Primary care settings have been suggested as more natural 
venues to carry out preventative child mental health work (Bernard and Gerralda, 1995).
The first aim was met by carrying out a survey with GPs and social workers. In the 
survey the GPs were found to have less knowledge of CAMHS than social workers. GPs
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are often less confident about their knowledge regarding child mental health problems 
(Kenwick et al, 1997). The social workers were more appreciative of carrying out joint 
work with CAMHS staff than GPs. The GPs were more concerned about getting their 
referrals to CAMHS seen more quickly, and were less interested in building up closer 
links. The meetings with GPs about developing new child mental health services in their 
surgeries were not successful in generating new opportunities for CAMHS. This 
experience of the primary mental health workers with the GPs, may highlight a problem 
with the HAS recommendations about greater liaison with some tier one professionals. 
This type of work may need to be carried out by more senior and experienced staff, rather 
than by recently qualified professionals working as primary mental health workers. The 
supposition in the HAS Report that tier one professionals may want greater liaison with 
CAMHS teams, may not be reflected for all tier one professionals.
Project work has also been carried out in liaison with Education Welfare workers in order 
to develop a quick and integrated response for children who are school refusing. 
Discussions about a collaborative approach to help children with mentally ill parents, 
have taken place with the adult mental health services. A bid has been submitted to the 
health authority for funding a child mental health post to take this work forward.
Many primary prevention and parenting programmes have been implemented in Britain 
over the last decade (Day and Davis, 1999; Durlak, 1998; Jones, 1998; Phillips, 1998). 
Support for these has been widespread (Bernard and Gerralda, 1995) even though there 
has not been enough evaluation or outcome work done on them in this country (Day and
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Davis, 1999). The core team has now successfully run a number of parent training groups 
at the clinics, and the feedback from the parents has been positive about these. However, 
the type of philosophies encouraging social action that has advanced community 
psychology programmes (Orford, 1998) has not been prevalent in the CAMHS team. 
Very few tier one projects have been initiated by the service.
CAMHS Links With Other Tier Two Agencies
At present the lead in user involvement has been taken up more readily by adult mental 
health services (Goodwin et al, 1999). The CAMHS service has yet to embark on major 
projects involving service users.
The Views Of Service Users
The HAS Report has recommended greater involvement of service users in the planning 
of services. A small service based project was carried out asking children about their 
experience of coming to this service (Evans, 1999). This study employed a qualitative 
research methodology to generate themes from what the children had spoken about. The 
qualitative methodology lent itself well to enable children to talk more freely about their 
experiences of attending a CAMHS service. The findings of this small study showed that 
children were aware of the social stigma associated with attending the CAMHS 
community clinic and were worried about being labelled mad. On a more positive note
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the children had felt that they been helped to find a voice within their family, and had felt 
understood by the clinician.
The Process Of Implementing Change
Several whole service meetings were held to discuss the proposals made by the SMG. As 
part of this process the potential core team members explored their strengths in a 
brainstorming session, and generated a list of strengths that was presented at one of the 
whole team meetings. The core team members identified their strengths in the assessment 
and treatment of a wide range of child mental health problems, and their abilities to be 
able to draw on a number of different theoretical models with respect to this task. The 
core team felt that they were good trainers of people on clinical placements in the service, 
and that they had good relationships with some of the other services in the locality. The 
strengths identified by the core team staff were in keeping with tier two work, and very 
much organised around direct clinical work already being carried out in the clinic. 
Cultural beliefs within organisations can influence the process of change (Fineman, 1993; 
Marshak, 1996; Newman, 1996). The core team staff appeared to have a stronger set of 
beliefs about their strengths being in offering direct clinical work.
Around the time that the proposals were being discussed, a clinical psychologist in 
training interviewed five clinicians from the core team as part of a service related 
research project (Webb, 1998). Webb used an interpretative phenomenological analysis 
to generate themes from the responses given by participants in relation to their views
67
about the proposed service changes. The clinicians interviewed reported anxieties about 
employing inexperienced professionals and were worried about how the changes were 
going to be implemented. They also expressed concerns about losing experienced 
colleagues from the core team, losing the existing structure of the team, and losing the 
existing support that was available to them within the existing structure of the community 
team. They also spoke about feeling excluded from the planning of service changes, and 
felt that there would be opposition to the proposed changes from within the team and 
from referrers to the service. They stated that it was important to incorporate the 
perspectives of all team members in the planning for change, and to understand 
individual reactions to change and possible opposition to it.
Beliefs about gains and losses can become incorporated into the cultural beliefs held by 
staff members within an organisation, as the organisation balances its need to change 
with its need to maintain stability (Campbell et al, 1989; Molinsky, 1999). This tension 
was reflected in some of the responses given by the team members who took part in 
W ebb’s study. The existing team structure had been seen as already allowing good team 
functioning, and there had been a worry that this would be lost in the proposed changes.
For change to be successful people have to feel a part of it and own it. Change is often 
more successful when it is created at the grass roots level (Finstad, 1998). There may 
have been a greater ambivalence to change and resistance to it by some CAMHS staff, as 
proposals for change were being seen as being imposed from the SMG. Also, the 
proposed change was being perceived by some members of staff as being imposed by the
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purchasers, who had stipulated that any extra funding to the service would be conditional 
on the implementation of the HAS Report. Campbell et al (1989) and Huffington et al 
(1997) have noted that change is more likely to occur when there is a greater level of fit 
between people’s personal beliefs and those associated with the need to change. 
Successful change is more likely to occur when it is perceived by staff as being beneficial 
to their own learning and professional development, and it is in keeping with changes in 
the environment (Huffington et al, 1997).
Successful leadership is thought to be associated with legitimate authority being invested 
in the leader from both the organisational hierarchy and from those being managed 
(Ohholzer, 1994). Successful decision-making within organisations can be achieved by 
choosing a favoured option from a limited number of choices, through team discussion, 
through bureaucratic policies, and vigilant information processing strategies (Morley and 
Hoskins, 1984). Good management is thought to be associated with providing supportive 
structures for staff and flexibility in managing staff (O’Brien, 1984; Yetton, 1984). Many 
of these features were not present in the manner the SMG promoted the implementation 
of the HAS recommendations. The decision of the SMG to nominate the two leaders 
without team involvement was likely to be fraught with difficulties for the two leaders 
concerned. Although the decision to have two leaders was meant to share out the 
workloads, it increased the likelihood of splits in the team. The team leaders were not 
invested with any real power within the formal structures, and the HAS Report has 
provided no clear guidelines about how this role can be supported within the 
organisational structure.
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The team meetings have also changed in staff attendance, as those members who are now 
only in the cluster teams no longer attended the referrals meetings. Some core team staff 
members have voiced their disappointment at the lack of cohesion in the team, when all 
the clinicians are not present for the whole of the core team meeting.
The Role Of A Clinical Psychologist
As a clinical psychologist the author has taken on a number of roles in the core team. It 
has been possible to provide a leader role within the core team. This role may have been 
more possible to carry out were it to have been invested with greater authority and 
legitimacy, in the manner in which it was supported within the broader management 
structures. It has been possible for clinical psychology to have an input into service and 
clinical audit projects. The role of supervising trainees has remained similar through the 
changes that have been implemented.
Summary
At present the core team appears to be working well. The premises issue still remains 
unresolved, as the service embarks on making new appointments for extending the 
service to nineteen year olds. The changes that have taken place are those that provided 
the greatest level of fit with those beliefs held by the clinicians before the implementation 
of the changes about providing direct clinical services to families (e.g. parent groups at 
the clinic, children’s groups, liaison). In this respect the core team has undergone a first
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order change. The core team has not managed and filtered referrals across the tiers as 
envisaged. The team has reached a new level of status quo where there are new activities 
taking place. A few members of staff have continued to work in the same way as before.
Conclusions
The professional dossier has described the process of change associated with the 
implementation of the HAS report. Many of the changes that have taken place have been 
positive. Although, the service created a new structure to implement the changes, the 
process by which this was done could have involved staff members much more during 
the planning stages. Change is more likely to take place when people feel that they have 
been proactive in the process of change, and are therefore able to own it. The team leader 
role needs further thinking about, and a clearer definition of what this role entails. Unless 
the role can have with it legitimacy and authorisation from all the CAMHS staff, it is 
unlikely to create a middle tier of leadership. The service is in the planning stages of 
extending the service to clients of up to 19 years of age, and the SMG may learn from 
this first experience in planning future change. The planning and implementation of the 
services for 19 year olds, may possibly be approached differently, in ways that take 
greater account of the views of staff in the way the change is managed.
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Appendix.!.
Changes Arising Out Of The Implemention Of The HAS Report
The main changes and new initiatives have included the following:
•  One of the pieces of work carried out by the primary mental health workers has been 
to carry out a simple survey with social workers and GP’s about their knowledge of 
CAMHS, and their satisfaction with it. From a sample of 14 social workers, and 42 
GP’s, the striking features were that social workers had greater knowledge about what 
CAMHS was offering, in comparison to the GP’s. Social workers valued feedback and 
information from CAMHS staff, and they appreciated the chance to discuss clinical 
work. In comparison fewer GP’s found feedback useful, and many of them felt that 
CAMHS staff were unavailable for discussion. Social workers were also worried 
about the lack of cultural sensitivity (i.e. CAMHS not having many black members of 
staff), and equity of access for service users. Social workers were more satisfied with 
the CAMHS service than the GP’s, and both groups were worried about the waiting 
list for CAMHS. CAMHS had done relatively well in not maintaining a waiting list, 
but with the disruption caused by the moving a small waiting list of 20 to 30 referrals 
was beginning to build up.
•  The hospital based CAMHS team has continued to function in more or less the same 
way as it has done in the past. Most of the service changes have taken place in the 
community team.
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• There have been changes to the team meetings held by the core team. The community 
team meet once a week for three hours. The core team meet for a half hour referrals 
meeting, in contrast to an hour’s referrals meeting which used to be attended by all the 
staff based in the community CAMHS team. Also, a group of three core team 
members now co-ordinate and administer new referrals in between team meetings, 
selecting out only those referrals that they judge as needing a full team discussion 
either due to case complexity or urgency. Referrals seen as suitable for allocation are 
placed in a tray where staff members are able to choose a new referral. Previously, 
allocation of referrals used to take place in the referrals meeting.
• Following the referrals meeting there are regular bimonthly one-hour slots to discuss 
projects, a monthly clinical audit, or a monthly short presentations of initial 
assessments of new families. There continue to be weekly case presentation slots, a 
monthly business meeting, a fifteen-minute administration slot, and a full team 
working together monthly meeting as before. All CAMHS staff attend the business, 
clinical audit, projects, working together and administration meetings.
• Tier one links have been strengthened with GP’s, health visitors, school nurses, school 
doctors, education social workers, educational psychologists, social services, special 
educational needs co-ordinators, a community based young person’s drop-in centre, 
and other voluntary organisations.
•  A duty and liaison rota system has been set up so that for a designated hour in the day 
a CAMHS member of staff is available to deal with phone queries, or offer 
consultation on the phone.
•  Updating service leaflets for service users and a new service leaflet for professionals.
73
•  Specific projects such as consultation to staff working in a young person’s centre, 
discussion and liaison with adult mental health services regarding addressing the 
issues and needs of children with mentally ill parents, consultation and support to the 
leaving care team, and developing a joint working approach of children who are 
school refusing.
• Triage and assessment days where core and cluster team members work jointly to see 
families for a first assessment appointment.
•  More group work for parents and children has taken place.
•  Collection of patient contact details, and since January 1999 recording diagnostic 
classifications for all new referrals.
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Abstract
This research study explored the participants’ experiences of carrying out clinical work with 
families needing an interpreter in a Child And Adolescent Mental Health Service based in a 
deprived inner city location. An interpretative phenomenological analysis (IPA) was used for 
this project in order to develop an in-depth understanding of the participants’ experience of 
their work with interpreters, and the meanings and beliefs associated with their experience.
Most participants spoke about their reliance on language in their everyday work. Participants 
spoke about significant changes to the communication process when this work took place 
through an interpreter. The accessibility to the cultural meanings and metaphors was much 
more limited when participants had to work across language and culture. Their assessment 
and intervention questions were much harder to utilise with an interpreter.
One of the most striking features of the participants’ accounts was their struggle and difficulty 
in establishing a co-worker relationship with an interpreter. The co-worker relationship 
seemed to be difficult to establish due to factors such as a lack of trust, fear of losing control, 
and social and professional inequities, getting in the way of this relationship. Participants 
spoke about becoming distanced from or peripheral to the work, and experienced difficulties 
in engaging families in the therapeutic process. Participants spoke about not being able to 
draw on as many of their therapeutic questions or techniques due to the changes and 
limitations associated with the translation process. This appeared to be associated with their 
therapeutic work with families becoming less reflective and much more behavioural in the 
help that was offered to families.
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1.0 INTRODUCTION
1.1 Introduction To The Study
This project explores the experience and understanding of child and adolescent mental 
health professionals about their clinical work with families needing an interpreter. This 
study is both exploratory and innovative in that very little research has been carried out in 
this field within psychology. This study utilised an interpretative phenomenological 
approach in order to access the individual and shared experiences of the participants in 
this particular area of their work. An interpretative phenomenological analysis (IPA) was 
employed to analyse the interviews carried out with the participants. With this type of 
qualitative approach there is an expectation that the researcher will discover new areas 
for further exploration from the emerging themes or categories that are produced in the 
analysis, thereby leading the researcher to undergo a further literature review on the basis 
of the analysis. The introduction covers the existing literature in the field of clinicians 
and interpreters working in mental health. Subsequent literature that was drawn on 
following the analysis is referenced in the discussion section.
The introduction chapter deals with several aspects related to clinical work utilising 
interpreters. Firstly, some of the issues surrounding the provision of mental health 
services for service users from ethnic minorities who need an interpreter are discussed. 
The epistemological issues are then given consideration, and these are followed by a
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rationale for this study. The word ‘clinician’ is used in this document in a generic manner 
to refer to mental health professionals or medical practitioners.
1.2.0 THE EXISTINIG LITERATURE ON THE WORK WITH INTERPRETERS
This section firstly addresses some of the broader issues related to the mental health 
provision for service users from ethnic minorities. The specific literature on interpreters 
carrying out work in mental health settings is then reviewed. The problems in 
communication that arise through translation are discussed, as are the problems that arise 
in relation to the roles that interpreters are able to take on in their work. The clinician’s 
experience of this work is also reviewed.
1.2.1 Mental Health Provision For Service Users From Ethnic Minorities
The failure of mental health provision to meet the needs of ethnic minority communities 
has been identified in several countries such as England, Canada, and South Africa (BPS 
Race and Culture SIG, 1995; Crawford, 1994; Fernando, 1995; O’Neil, Kaufert, Kaufert, 
and Koolage, 1993). Criticism has been aimed at mental health services for not being able 
to provide ethnic minority service users with equitable access to culturally appropriate 
services. Authors have also criticised mental health provision for not taking greater 
account of the service user’s cultural context, and other traditional methods of helping 
people with their psychological problems (Kaufert, O’Neil and Koolage, 1985; O’Neil et 
al, 1993). The same criticism has also been made with respect to the theoretical
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frameworks informing mental health practice (Fernando, 1995). For example, standard 
texts in clinical child psychology (Herbert, 1991) and child psychiatry (Goodman and 
Scott, 1997; Rutter and Hersov, 1985), have given almost no consideration to cultural 
influences in relation to child and adolescent mental health.
Ethnic minority service users may encounter certain barriers to gaining access to mental 
health services. These may include not being able to speak English, not having access to 
information about services that are available, and having relevant worries about using 
mental health services (Carr, 1997; Corsellis, 1997; Millier, Huq, Loshak, Marks, and 
Rahman, 1994). It has also been argued that ethnic minority service users may face 
further experiences of discrimination, racism, and disempowerment on gaining access to 
services (Aitken, 1998; Crawford, 1994; Drennan, 1999; Fernando, 1995; Kaufert, 
O’Neil, and Koolage, 1985; Ridley, 1995). Some authors have suggested that clinicians 
need to be explicit with service users about issues of power and the service user’s 
experience of racism, in order to allow service users to talk about these experiences 
(Aitken, 1998; Ridley, 1995; Small, 1990). This suggestion has been made to counter the 
situation where the service user’s experiences of discrimination may become subjugated, 
or re-enacted, in the therapeutic relationship (Aitken, 1998; Drennan, 1999). It has also 
been argued that clinicians need to take a greater account of the broader socio-political 
context, and its influence on the local service context, if they are to make services more 
accessible to service users from ethnic minorities (Corsellis, 1997; Crawford, 1994; 
Kaufert, Koolage, Kaufert and O’Neil, 1984; O’Neil et al, 1993).
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1.2.2 The Need For Interpreters
Due to insufficient numbers of bilingual and culturally diverse professional staff groups 
(Boyle, Baker, Bennett, and Charman, 1993; Marcos, 1979), there continues to be a need 
for interpreters to bridge the language gap for service users not speaking English (Tribe, 
1999). Interpreters play an important role in health care, social welfare, legal, 
immigration, and commercial work settings (Carr, 1997; Granger, 1996). In Granger’s 
sample of 64 interpreters about one third of them worked in mental health settings, with 
about two thirds of them working in social welfare and general medical settings. In some 
countries such as Canada and Australia, there is legislation that requires health care 
services to be made equally accessible to all members of the population, and this extends 
to a mandate to employ interpreters to ensure that service users are not disadvantaged on 
the basis of language (Carr, 1997). In Britain, Phelan and Parkman (1995) have supported 
the Audit Commission’s recommendation that interpreting and communication resources 
should be made available to all non-English speaking service users. The Health Advisory 
Commission has advocated that child and adolescent mental health services should give 
consideration to local population need when planning services (HAS Report, 1995).
The problems associated with misdiagnosing service users due to a lack of linguistic and 
cultural understanding have been discussed in the mental health literature (e.g. Fernando, 
1995; Lau, 1984; Littlewood and Lipsedge, 1989), as has the appropriateness of 
transferring Western psychiatric diagnoses such as PTSD on to non-Westem service user 
populations (Zur, 1996). Such literature has also made a strong case for understanding
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mental health problems within a framework utilising the service user’s context so that a 
culturally appropriate understanding is attained (e.g. Lau, 1984; Meyers, 1992; Small, 
1990; Zur, 1994). It has been suggested that emotional connections, identities, and 
psychological experiences may be dependent on the language being used by a person, and 
that for bilingual people emotional expressiveness and reporting of psychological 
difficulties may be very different depending on whether the mother tongue or second 
language is being used (De Zelueta, 1990, 1995; Marcos, Eisma, and Guimon, 1977; 
Marcos and Urcuyo, 1979). Also, some psychological states such as those associated with 
disordered thoughts in a psychotic state are sometimes more apparent in the person’s 
mother tongue (Costillo, 1970). Interpreters therefore have an important task in helping 
clinicians reach a culturally appropriate and accurate understanding of the service user’s 
psychological difficulties (Cox, 1977). To gain co-operation and treatment compliance 
clinicians need to understand the illness models held by service users (Crawford, 1994; 
Kaufert et al, 1985).
In this country there is marked variation in the quality and delivery of services utilising 
interpreters. Common practice has been to contract interpreters for discrete pieces of 
work from a private agency or hospital based pool. Very few interpreters are employed 
directly within a particular service. Unfortunately, most health care services are still 
characterised by insufficient interpreting resources, poor use of trained or untrained 
interpreters, and the inappropriate use of bilingual staff or family members for 
interpreting. Corsellis (1997) has argued a case for needing both the organisational 
support structures, and clinical audit measures at the service level to enhance good work
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practices utilising interpreters. She suggests the following criteria for effective utilisation 
of interpreters in mainstream services:
1. Having multidisciplinary teams to ensure communication, service delivery, 
clinical audit and service development.
2. Ensuring that the right skills have been established in the right place within the 
organisation.
3. The quality of services provided has to be assured through activities such as:
a) Identifying the service need and how this matches up with local population 
demographics (such as the different languages spoken by service users, literacy 
levels).
b) Adapting the service to meet the local population needs.
c) Exchanging information and negotiating decisions (by listening to service 
users, giving adequate information to users).
d) Providing accessible information about the service to users such as leaflets or 
videos in different languages.
e) Diversifying the service in order to accommodate to particular user needs, and 
monitoring service implementation.
4. Research and development to evaluate the service being provided, and support 
service provision that is meeting the needs of the local population.
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Despite the general acceptance of employing trained interpreters where possible, there 
still remain models of service provision which are more accepting of untrained bilingual 
staff (e.g. such as ward clerks or secretaries), or volunteers to act as interpreters (Carr, 
1997). Calling on bilingual clinical staff such as nurses to interpret, or making use of 
untrained interpreters is fraught with many difficulties (Crawford, 1994). Clinical 
practice utilising untrained volunteers or other members of staff raises both ethical and 
moral questions, as well as questions about whether service providers are going against 
the spirit of equal opportunities legislation. In the context of therapy, language and 
meaning are central to the therapeutic work. Mental health work goes beyond the ‘simple 
translation’ needed to answer specific social welfare or legal questions. Perhaps, it then 
becomes more important that mental health work is carried out with professionally 
trained interpreters.
In Britain there are no legal requirements for interpreters to hold professional 
accreditation or undergo any specific training in order to be employed. In a survey carried 
out in this country, about four in every five interpreters had not undergone any training to 
do this work (Granger, 1996). The type of training that is sometimes provided for 
interpreters often lacks a clear syllabus for what they need to learn (Kaufert and O’Neil, 
1995). The need for clinicians to undergo training to work with interpreters has also been 
advocated (Corsellis, 1997; Thompson, 1997).
86
1.2,3 The Process Of Communication And Translation
Traditionally the interpreter has been thought of as playing a passive role in clinical work 
(Marcos, 1979). It has been suggested that rather than being a passive translator in the 
therapeutic process, the interpreter in fact plays a more active role than has previously 
been thought (Faust and Drickey, 1986; Raval, 1996; Roy, 1992). In order to render a 
meaningful translation the interpreter has to carry out a number of activities such as 
eliciting information, simplifying language, contextualing the communication, and 
clarifying what has been said (Kaufert, 1990). Clinicians have often perceived the sort of 
activities that are necessary in order to provide a meaningful translation as being errors, 
inaccuracies, omissions, or distortions in translation (Harvey, 1986; Launer, 1978; 
Marcos, 1979).
The temporal processes involved in turn taking, overlap of speech, adjustments needed 
for translation, the synchrony and flow of conversation, are very different when 
communication has to take place through an interpreter (Roy, 1992). Roy highlights how 
difficult it is to listen, translate and speak at the same time.
The interpreter also needs to translate the contextual meaning behind the service user’s 
answers to the clinician’s questions. Different cultures and languages contained in them 
bring forth different means of communication at both the verbal and non-verbal level and 
ways people have of expressing their feelings (Lago and Thompson, 1996). The
87
interpreter has the difficult task of communicating the service user’s whole experience, 
and this requires going beyond the words that need translating.
1.2.4 The Role Of The Interpreter
There has been much debate in the literature about the role that should be taken on by an 
interpreter (Kaufert and Koolage, 1984; Kaufert, O’Neil and Koolage, 1985; Roberts, 
1997; Wadensjo, 1997). The roles that have been suggested for interpreters include:
1. Translator (translation is done in a neutral and impartial manner by the 
interpreter).
2. Culture Broker (interpreter explains and gives cultural and contextual 
understanding to the clinician or service user).
3. Culture Consultant (interpreter acts as a cultural consultant to the clinician).
4. Advocate for the service user (interpreter represents the service user’s interests 
and speaks on behalf of the user).
5. Intermediary (interpreter mediates on behalf of the clinician or service user).
6. Conciliator (interpreter resolves conflict that may arise between the clinician and 
the service user).
7. Community Advocate (interpreter represents the community concerns at the level 
of policy making).
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8. Link-worker (help clinicians identify unmet needs of service user, provide a 
supportive role to the service user, and help service user make informed choices 
concerning their health care).
9. Bilingual worker (take on a more involved therapeutic role in addition to 
providing translation).
Some authors have suggested that it is necessary for interpreters to take on a variety of 
roles in their work (Kaufert et al, 1985; Roy, 1992). Other authors have held the opposing 
view that interpreters should strictly keep to the role of a neutral translator (Marcos, 
1979). If an interpreter is viewed as much a part of the therapeutic system as the clinician 
and service user, then it is difficult to support Marcos’s view of the interpreter as being 
no more than a mouthpiece. From a systemic perspective, each member of this triad can 
be seen as bringing many influences from their own background into the therapeutic 
system (Raval, 1996). As bilingual workers, interpreters have much to offer as cultural 
advisors and cultural brokers, as advocates to the service users, and as advisors and 
community advocates in relation to health policy making. Interpreters may need to be 
explicit in stating this when they are taking on a broader role, but this also needs to be 
built in to their job descriptions. The work taken on by an interpreter needs to reflect the 
interpreter’s experience, expertise and level of training. This will be difficult to achieve 
until a proper career structure is established for interpreters. Conflicts and uncertainties 
arise when interpreters are not valued or sanctioned by clinicians to take on a broader 
role, and when interpreters themselves become unsure about taking on work going 
beyond their job description or level of skill. The advocacy role may be particularly
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difficult for interpreters when an interpreter has close community or family ties with 
particular service users (Kaufert and O’Neil, 1995).
Although there may be several advantages to the interpreter having a more extended role, 
this may also create potential difficulties. The literature on interpreters is characterised by 
the problems that seem to arise in this work. There are a number of possible reasons as to 
why problems may arise when the interpreter takes on a broader role. Clinicians may 
prefer interpreters to restrict their role to that of a translator, so as not to feel threatened or 
uncertain in their role as the therapist (Freed, 1988). Clinicians may fear losing control of 
the work if the interpreter takes on other tasks in addition to the role of interpreting (Roe 
and Roe, 1991). The relationship between the interpreter and clinician may become 
fraught when either is left feeling unsure about the other: a) when there is discomfort 
arising out of working with a person of the opposite gender, b) when there is a lack of 
trust between them, c) when they are unable to resolve the power differences that are 
inherent between them, d) and when the clinician may feel uncomfortable with the 
interpreter taking on an advocacy role (Granger, 1996; Kaufert, 1990; Kaufert et al, 1985; 
Kaufert, Lavalle, Koolage, and O’Neil, 1996). The types of difficulties described above 
have made it difficult to move towards models of clinical practice allowing the interpreter 
to play an equal and varied role with clinicians. Perhaps this might be more possible 
when interpreters have accreditation of their training and a higher professional status.
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1.2.5 Issues For The Clinician
Clinicians have reported both positive and negative experiences of the work with 
interpreters. Their work is enhanced by the interpreter helping them develop a better 
cultural understanding about the service user, helping them gain greater communication 
and engagement with the service user, and helping them obtain accurate information 
about the service user (Raval, 1996). In contrast, certain taboo topics such as abuse, and 
making psychiatric diagnoses are experienced as being more difficult in the presence of 
an interpreter. Clinicians have also reported greater detachment from the service user, 
feeling less in control of their work, and experiencing themselves as being less effective 
in the work (Kline, Acosta, Austin, and Johnson, 1980; Raval, 1996).
Clinicians have often viewed the interpreter as an added complication to their work 
(Faust and Drickey, 1986). Clinicians often feel frustrated because the work takes more 
time (Crawford, 1994; Freed, 1988; Raval, 1996). Kline et al (1980) have reported on the 
experience of junior psychiatrists who saw some Spanish speaking service users with an 
interpreter, and other Spanish-speaking service users without an interpreter. The junior 
psychiatrists misread the extent to which service users had felt understood and helped 
when seen with an interpreter. Kline et al (1980) suggest possible explanations for why 
the junior psychiatrists felt more pessimistic about those service users seen with an 
interpreter: a) the psychiatrists preferred direct one to one contact with service users and 
felt better able to work with the transference, b) that they were worried about maintaining 
the confidentiality for the service user, c) that they felt scrutinised by the interpreter thus
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doubting their abilities even more as they were still in training, and d) the psychiatrists 
were holding racist attitudes. They conclude that the psychiatrists’ misjudgement arose 
not out of “crude anti Hispanic prejudice but from difficulties we all experience in 
bridging cultural and linguistic barriers” (Kline et al, 1980, page 1533).
1.2.6 A Critique Of The Existing Methodology In The Literature On Interpreters
The existing literature is largely anecdotal and there are only a very small number of 
research studies carried out in this field. A few studies have used case material to discuss 
the issues that have arisen in this work (Costillo, 1970; Harvey, 1984). No clear 
methodology or research base has been established in this field. Some studies such as 
those reported by Kaufert et al (1984) have used video recordings of junior doctors 
interviewing service users with an interpreter. The video material in this study is reported 
in an impressionist way without any standardised measures or methods of analysing this 
material. Marcos (1979) used a small number of audio tape recordings of psychiatric 
interviews needing an interpreter, and analysed the transcripts from these to identify the 
types of errors that occurred in the translation. The few studies that have used a 
qualitative approach, have largely reported brief summaries of themes or issues raised by 
participants, but have largely limited the analysis to the level of content (e.g. Crawford,
1994), rather than developing a more in-depth grounded theory or discursive analysis of 
the material. The postal survey carried out by Granger (1996) employed a combination of 
closed questions to generate demographic information, and open ended questions to 
invite interpreters to share some of their experiences about their work. Granger (1996)
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employed both quantitative and qualitative methods of analysis. Although this study was 
limited by the low response rate for the questionnaires (64 returned out of the 300 sent 
out) it nonetheless offered useful demographic information about interpreters. This study 
was weaker in the qualitative analysis that was possible from the short responses given by 
the participants to the open ended questions; and the analysis of these responses remained 
at a basic level of describing the thematic content. In summary the research and 
theoretical base has yet to become established in this field.
Given the under developed research methodology in this field, a qualitative approach 
seems well suited to this field of research. This approach can yield a greater level of 
depth in the type of data analysis that is undertaken. Also, given the lack of research in 
this area the qualitative approach offers a better method to facilitate the generation of new 
information, and understanding of the issues preoccupying clinicians. A quantitative 
methodology may narrow the focus of enquiry too much and thereby restrict the depth of 
analysis that is possible.
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2.0 METHOD
2.1 THE THEORETICAL/METHODOLOGICAL DEBATE IN PSYCHOLOGY
This section discusses the theoretical debate that is taking place in psychology about 
qualitative and quantitative methodology. For the purpose of this section it will only be 
possible to highlight the more salient aspects of the debate.
2.1.1 The Qualitative-Quantitative Debate In Psychology
The debate surrounding qualitative and quantitative research paradigms has gained 
greater prominence in the last five years (e.g. Cooper and Stevenson, 1998; Henwood and 
Nicolson, 1995; Morgan, 1996, 1998; Sherrard, 1997, 1998; Stevenson and Cooper, 
1997). Warner (1996) has suggested that the oppositional polarisations that have been 
created in this debate have been unhelpful. Hammersley (1996) has further argued that 
the use of dichotomies in the debate has only served to cloud the issues (e.g. scientific 
versus non-scientific, numerical versus textual, higher versus lower status, exploration 
versus confirmation, value laden versus value free, hard versus soft data, fact versus 
interpretation, moral versus neutral). Potter (1996) has suggested that weak and confused 
lines of argument have been applied to this debate. The positions taken within the debate 
have included a strong criticism of qualitative (Morgan, 1998) or quantitative paradigms 
(Potter, 1998), attempting to reach some sort of middle ground (Sherrard, 1997), or 
viewing each as distinct but complementary (Henwood and Pidgeon, 1995).
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Historically, it is possible to locate strands of the current debate in the development of 
Western philosophy, science, and social science. For example, debates about the nature of 
reality can be traced back to Plato’s separation of mind and matter, the Cartesian notion 
that humans are composed of material and mental elements, or the notion from idealism 
that nothing exists but the mind. The debate has also drawn on Newtonian principles of 
linear causality. Popper’s principle of verification, and definitions of science based on 
empiricism. The principle of linear causality, and the underlying dualism that informs this 
thinking, have dominated theorising in Western psychology. Pluralistic and hermeneutic 
modes of theorising have been positioned on the periphery of mainstream psychology.
2.1.2 Issues Related To Ontology And Epistemology
Issues pertaining to ontology and epistemology have been used as a context for being 
able to consider other aspects of the debate focusing on areas such as methodology, 
ethics, sampling, researcher objectivity, and the scientific status of psychology.
Ontology is concerned with the study of reality (or the nature of reality). Burr (1998) has 
identified three dimensions that have been used in the debate. These are:
a) Reality (as truth) versus falsehood.
b) Reality (as materiality) versus illusion.
c) Reality (as the essence or experience of the world out there) versus construction of it.
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Burr (1998) has suggested that arguments put forward in the debate have often confused 
the above dimensions with each other, and has warned against equating the latter two 
with the truth versus falsehood dimension. Within the debate there has also been a 
confusion in the manner in which the term realism has been used. Potter (1998) has 
identified four ways in which the term realism has been employed in the debate:
1. Realism as used to refer to the ontology of social science.
2. Realism as used to describe empirical work.
3. Realism as an alternative formulation of the Marxist notion of materialism (e.g. 
the social theory of base and super structures, economic determinants of social 
change).
4. Realism as used to describe a range of more or less everyday non-technical 
discourse.
The debate has included arguments advocating the position that psychology needs to 
continue employing the premises of the quantitative paradigm in order to determine an 
objective reality; this being achieved through the use of hypothetico-deductive 
experimental designs in order to determine predictive causal relationships and 
generalisable laws about human behaviour (Morgan, 1998). In contrast, taking the 
position that it is only possible to access unique individual constructions of the world has 
led to an argument against objectivity and generalisability (Sherrard, 1997). From the 
position that reality is constructed and representational, research has focused more on 
language and meaning (Woolgar, 1996). Von Glaserfeld (1991) has argued that what is 
being represented has to be separated out from any knowledge about it.
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For Collier (1998) and Willig (1998) reality is that which exists in social structures and 
institutions. They have advocated that critique has to be built into any explanations about 
social structures and institutions, or any identified closed and unchallenged practices in 
science and society. From social constructionism, reality is seen as being socially created 
in language and discourse (Burr, 1995). Scientific inquiry for social constructionists has 
entailed a greater focus on how accounts about the world are constructed, and what is 
achieved through such accounts in the course of social relationships and actions.
Epistemology is the study of knowledge and justification (Potter, 1996). In the debate 
within psychology two broad positions have been taken with regard to epistemology. The 
positions taken have been based on either a positivist or constructionist epistemology.
The positivist position argues that it is possible to generate objective knowledge about a 
‘real or material’ world (Morgan, 1996). From a positivist epistemology it can then be 
argued that scientific knowledge is that which is based on an objective, factual, value- 
free, predictive, authoritative, and universal understanding about the real world. From 
this position, it is possible to criticise subjective knowledge as being unscientific, 
relative, and fictional (Morgan, 1996).
In contrast to the positivist position, the constructionist position argues that knowledge is 
subjective, relative, and can only provide a representation of what is thought to be ‘real’ 
(Burr, 1998; Woolgar, 1996). Subjective knowledge is produced in a recursive manner as 
people interact with the world, and the process of producing knowledge is hermeneutic at
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its core (Steedman, 1991). The constructionist position also views knowledge as being 
produced through a network of social interactions (Henwood and Pidgeon, 1995), that 
take place within cultural, social, and historical relationships (Henwood and Nicolson,
1995). The importance of language in creating ‘reality’ and producing knowledge about 
it, and hence the manner in which people create meanings about themselves and the 
world around them through language, is of prime concern within the constructionist 
position (Burr, 1998).
2.1.3 Critical Realism
Critical realism provides a middle position between those taken by positivism and 
constructionism. Bhaskar (1989) has been the leading proponent of critical realism, and 
further elaboration on his ideas can be found in Collier (1998) and Willig (1998). The key 
features of this epistemological position are given below:
1. Knowledge (perspectives or understandings) about social or psychological 
phenomena can be derived from empirically controlled investigations.
2. Knowledge is embedded within existing structures (e.g. social or institutional 
structures and practices, concepts, and cognitive resources). Knowledge is context 
dependent (e.g. historical influences, socio-political influences, social practices, 
pre-existing knowledge), and it is socially constructed within the cognitive 
resources at our disposal at any given point in time.
98
3. Existing structures provide the context and generative mechanisms through which 
individual activity takes place. Structures also form the context from which 
knowledge is constructed. Therefore, any perspectives that are developed about 
social or psychological phenomena also require an understanding of the relational 
nature of structures and individual activity within them. This relational nature can 
itself become the focus of empirical investigation. There is a constant interplay 
between the production of knowledge and the manifest phenomena under 
investigation.
4. Whilst critical realism accepts an intransitive dimension (i.e. an unchanging 
material dimension to the ‘objects under investigation’ that is independent of the 
empirical investigation), it takes the position that the construction of knowledge 
(and knowledge itself) about the material dimension is always changing or 
‘unstable’ (i.e. the transitive dimension). Knowledge construction is transitive 
because it is always dependent on the employment of pre-existing concepts that 
inevitably change over time as new concepts become available.
5. Critical realism takes the position that whilst perspectives about psychological or 
social phenomena are relative, certain perspectives hold greater merit than others; 
it is therefore against relativism.
6. Knowledge or perspectives about social or psychological phenomena can only be 
explanatory because a) human activity occurs in open systems, and b) 
understandings about human activity (and the social structures in which it takes 
place) are irreducible. Critical realism rejects the position that it is possible to
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have sustainable, universal, law governed, reductionist, predictive, and 
generalised knowledge of human phenomena.
7. Critical realism builds in an explanatory critique into any understanding that is 
developed, such that it becomes possible to remove, dissolve, or transform the 
structures that are the focus of the empirical investigation. Critical realism works 
towards developing an explanatory critique of how structures can close down 
knowledge, and sustain closed practices that become restrictive and oppressive.
8. Critical realism makes a distinction between social structures and personal 
agency, but sees them as existentially interdependent. Explanatory critiques strive 
towards emancipation by generating knowledge that can create opportunity, need 
recognition, empowerment, and an individual disposition to act towards change.
In summary, the debate has addressed the extent to which psychological knowledge can 
be an accurate, objective, universal, and impartial representation of reality. The 
alternative position taken suggests that realistically it may only be possible to work with 
varying degrees of subjectivity and particularist understandings. Other related arguments 
forwarded in the debate have drawn on certain aspects of ontology and epistemology. 
These are presented briefly in the following sections.
2.1.4 Psychology As A Science
The debate has addressed whether psychology can be viewed as a science. Adopting an 
empiricist epistemology, it has been argued that for psychology to be scientific it must
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meet the minimum requirements of reliability and repeatability through standardised data 
collection procedures, and agreement across observers (Morgan, 1996, 1998). This is 
required in order to distinguish fact from fiction. From a subjective epistemology, as 
science also involves the art of interpretation and meaning generation, it has been argued 
that trying to ensure repeatability takes the data out of context, negates validity, and does 
not guarantee objectivity (Sherrard, 1997).
Hammersley (1996) has noted that natural sciences have had a tradition of employing 
both empiricist and interpretative approaches utilising hypothetico-deductive and 
inductive hypothesising. For example, linear understandings of mass forces have been 
compatible with more abstract understandings of atoms or theories about the origins of 
the universe. Rather than viewing science as a set of unitary methods or universal 
practices, it may be better to view science as a dynamic process that is heterogeneous in 
the methods it employs. Woolgar (1996) has suggested that, given what counts as science 
varies over time, it may be better to understand science in terms of the ways people have 
of understanding the world, at any given point in time. The acceptance or rejection of 
new scientific claims has had as much to do with the accepted knowledge at a given point 
in time, than with the scientific integrity of the new claims being made. For example, 
Freud’s claim that many of his female patients had been sexually abused, or Copernicus’s 
theory refuting the accepted truth that the world was at the centre of the universe, were 
met with hostility and rejected by the scientific community of that time.
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2.1.5 The Positioning Of The Researcher Within The Epistemological Paradigms
The debate has placed the ‘objective observer’ with quantitative research and the 
‘participant observer’ with qualitative research. It may be better to see the two as poles of 
a continuum, representing the degree of distance from the research participants or 
research data. Different amounts of distance may be required to develop the best possible 
understanding (or functional fit) at a given point in time. Sometimes it may be necessary 
to be close to the data with all its diversity, and at other times it may be more helpful to 
have an ordered distanced view in order to gain a better understanding. Perhaps the level 
of precision, richness and usefulness of the data analysis may be of greater importance 
than the level of subjectivity, sample size or form of the data utilised (Hayes, 1997; 
Hammersley, 1996).
Traditional attempts to reduce researcher bias by developing checks such as inter-rater 
reliability, use of standardised measures, or having a large research sample, can on 
occasion conceal personal values by virtue of the implied objectivity built into 
quantitative research methodologies. In contrast, qualitative methodologies have 
advocated that the researcher needs to be explicit about his or her influence on the 
interpretative process associated with the data analysis. It has been recommended that 
reflexivity, and transparency are incorporated into qualitative research, in order to make 
explicit the part played by the researcher in the selection and construction of meanings 
generated from the research data (Elliott, Fischer and Rennie, 1999).
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2.1.6 Conclusions From The Debate
Although polarised positions have been taken in this debate, it appears that certain issues 
are pertinent to both the quantitative and qualitative paradigms. Either form of data 
analysis involves an interpretative process in giving meaning to the data that has been 
analysed. Either methodology is susceptible to varying degrees of (inevitable) 
subjectivities in the interpretation of the data analysed, and to the choices that are made in 
the selection of any particular methodology. In either paradigm, the researcher goes 
through a process of selecting a narrative that best explains the data analysed at a given 
point in time.
The quantitative and qualitative paradigms offer different levels of analysis, and each 
contain their strengths and weaknesses in being able to answer certain types of research 
questions. Some research questions such as whether drug A produces the desired effect B 
lend themselves more to a quantitative paradigm, whereas questions about how the 
person experienced their treatment using drug A lend themselves more to a qualitative 
paradigm. Psychology has generally been more interested in asking questions about 
human experience or phenomena, and in this regard the historical decision to adopt a 
positivist paradigm has possibly held back psychology in terms of the questions it has 
been able to address. One important issue that comes out from this debate is the 
importance of developing appropriate research questions before applying any particular 
methodology in order to answer them.
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2.2 EPISTEMOLOGICAL POSITION TAKEN AND CHOICE OF METHOD
2.2.1 Epistemological Position Taken For This Study
The epistemological position taken by the researcher is that of critical realism. Guidelines 
developed for qualitative research advocate that the researcher is explicit about his or her 
epistemological position, and any other theoretical or personal anticipations, that are 
known in advance or which become apparent during the research (Elliott, Fischer and 
Rennie, 1999).
Critical realism was seen as the most appropriate epistemological position for this study 
for several reasons. This epistemological position was consistent with the aim of carrying 
out a qualitative empirical investigation. It was also consistent with the aim of developing 
an explanatory and phenomenological understanding with regard to therapeutic work 
carried out with the help of an interpreter. The study aimed to develop a contextual 
understanding of the beliefs and meanings held by the participants in relation to this area 
of their work. Both individual experiences of this work and those experiences that were 
similar across participants were explored. Critical realism provided a framework for 
developing an explanatory perspective on how the types of concepts, beliefs and 
knowledge held by the participants, impacted on the way they experienced their work 
with interpreters, and the manner in which they constructed their understanding of this 
experience. It was hoped that the investigation would identify both the restrictive 
practices that the participants were confined to, as well as the potential opportunities that
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were available to them. Critical realism has been used to ground qualitative research in 
mental health settings, in order to legitimise lay knowledge, and to caution us against the 
over-reliance on the production of scientific knowledge (Pilgrim and Rogers, 1997).
2.2.2 Choice Of Method
Several qualitative methods have been described in the literature. While most of these 
methods share many of the underlying epistemological features that are characteristic of 
qualitative research methodology, there are also important distinctions between the 
different qualitative methods. For the purposes of this section the choice of methods is 
limited to grounded theory, discourse analysis, and interpretative phenomenological 
analysis (IPA). These methods were considered because they are well established in the 
field of qualitative research, and they seemed to be the most appropriate methods to 
consider for this study.
An TP A  analysis is primarily concerned with an individual’s personal perception or 
account of an object or event, and considers the meanings that people ascribe to events in 
their life. The aim of IPA is to ‘explore the participant’s view of the world’ in order to 
develop an understanding of the phenomenon under study from the participant’s 
perspective (Smith, 1996a). The meanings that people construct about the world are 
negotiated within a social context (Smith, 1995). Therefore, whilst IPA is primarily 
interested in the different perspectives that people hold about their experiences in life, its 
epistemological position is in keeping with critical realism. An idiographic approach is
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seen as an appropriate way of achieving an in-depth understanding of human experience 
(Smith, Harre and Langenhove, 1995), and this approach is built into IPA (Smith, Jarman 
and Osborn, 1999). IPA recognises that the interpretative framework of the researcher has 
a bearing on how the participant’s perceptions are understood. In the spirit of qualitative 
methodology IPA recognises that the research exercise involves a dynamic process. It 
also recognises the importance of context and language in shaping the participants 
responses (Smith, 1996a). IPA utilises a thorough methodological procedure in order to 
carry out the analysis. Interconnections that are identified between the lower level 
categories are than used to develop a better understanding of the phenomenon under 
study. The IPA methodological framework allows for the development of higher-level 
categories from the lower level categories that have been identified. This approach 
seemed to be the most appropriate method for this study as its primary aim was to gain an 
understanding of the participants’ perspectives about their work with interpreters. As the 
topic under investigation had not been researched in psychology, the IPA methodology 
seemed to provide a helpful structure for carrying out an exploratory study.
Grounded theory places a greater emphasis on theory building from the qualitative 
analysis that is undertaken (Pidgeon, 1996; Strauss and Corbin, 1998). This methodology 
makes a commitment to constant comparison and theoretical sampling (Pidgeon, 1996). 
Grounded theory provides clear procedural guidelines for carrying out the analysis. This 
particular methodology was not chosen for this study on several counts. Firstly, given 
that the focus of this study was on the personal experience of clinicians in their work with 
interpreters, the level of analysis that was required seemed to be better served by a more
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phenomenological underpinning, as opposed to one leading to theory generation. 
Secondly, given that the aim of the research was not to generate theory this approach was 
thought to be unsuitable.
Discourse analysis was given consideration as a qualitative methodology that would have 
had greater relevance to this study than grounded theory. This qualitative methodology 
has in some ways become an umbrella term for various quite distinctive aims for carrying 
out this type of analysis. Discourse analysis attempts to elucidate the interactive tasks and 
actions that are being performed in the types of statements that people make. It takes the 
position that people often draw on pre-existing discourses in order to accomplish certain 
tasks. Potter and Wetherell (1987) view verbal reports as behaviours in their own right. 
The method of analysing discourse that has been developed by Potter and Wetherell 
(1995) has focused more on ascertaining how people achieve certain goals by the 
different types of accounts that they draw on. In contrast, Billig (1997) has focused more 
on the rhetoric that is used by people to achieve certain goals. Discourse analysis was not 
selected for this study because the level of analysis provided by this approach was 
considered to go beyond the primary aim of this study. Discourse analysis has its 
strengths in research studies that aim to deconstruct topic areas where dominant 
discourses are readily identifiable. The purpose of this study was not to deconstruct an 
already established topic area of psychology, or the discourses that participants were 
drawing on. The researcher’s main aim was to determine the phenomenological aspects 
of how the participants were experiencing their work carried out with interpreters. 
Therefore, an interpretative phenomenological analysis (IPA) was chosen for this study.
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2.2.3 Aims Of The Research
1. The primary aim of this study was to develop an understanding of the 
participants’ experiences of their work with interpreters.
2. To gain an understanding about the participants’ views about the importance of 
language in their clinical work.
3. To gain a greater understanding about the process of translation and how this 
impacts on the participants’ clinical work.
4. To develop an understanding of the co-worker relationship that develops between 
the clinician and the interpreter.
5. To develop an understanding of the therapeutic process in clinical work carried 
out with interpreters.
6. It was hoped by the researcher that inviting the participants to reflect on their 
work with interpreters through a research interview would result in them wanting 
to explore and develop their clinical practice further.
2.3 THE CONTEXT FOR THE RESEARCH
2.3.1 The Research Context
Only one Child and Adolescent Mental Health Service (CAMHS) service was chosen for 
this research. This was done in order to ensure a greater consistency of the work context 
from which the participants were drawn. This particular CAMHS service was chosen for
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the research project because it was one of the few services known to the researcher 
making extensive use of interpreters. The CAMHS multi-disciplinary teams were situated 
within two community clinics and a hospital-based clinic. In recent years CAMHS had 
employed two interpreters to work specifically within this service. Both interpreters 
worked across all the three sites with the male interpreter working mostly from the 
community sites, and the female interpreter from the hospital site. The use of interpreters 
drawn from the hospital pool or other agencies has continued following these two 
appointments. The service was located in an inner city borough containing a large ethnic 
minority population, which comprised predominantly Bangladeshi families. Treatment 
was mostly provided on an outpatient basis, with paediatric liaison being provided to the 
children’s wards by some of the staff working in the hospital-based CAMHS team.
2.3.2 Recruitment Of Participants For This Study
There were no exclusion criteria for this study, and the participants were recruited on the 
basis of their willingness to take part in the research interviews. A letter explaining the 
study was sent to a total of twenty professionals who were working in this particular 
service. Participants were asked to contact the researcher if  they wished to take part. Out 
of the twelve participants who had expressed an interest in taking part, two participants 
cancelled their interviews and it was difficult to re-arrange another time to interview 
them. One of the participants was unable to meet at the time the interviews were being 
carried out. Therefore, nine participants were interviewed for this research project from 
the twelve who had agreed to take part.
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2.3.3 Ethical Approval
Approval was granted from the University of Surrey for this project to be carried out (see 
appendix A). The participants were informed about confidentiality, and signed a written 
consent form for the interview to proceed (see appendix B). They were informed that 
they could end the interview at any time of their choosing and withdraw for the study if 
they wished. Their written consent was also given for the interviews to be transcribed, 
and the analysis of these to be reported in this dissertation, and any subsequent 
publications arising out of this study. The participants were informed that the necessary 
steps would be taken to protect their identity (i.e. participants were referred to by a 
numbered coding on the transcribed interviews).
2.3.4 The Participants
Most of the participants worked from only the one clinic. The only exception was that of 
one participant who had a split post between the hospital team and one of the community 
clinics. The participants were all qualified child mental health professionals drawn from 
the professions of child psychiatry, clinical psychology, psychiatric nursing, social work, 
and child psychotherapy.
The mean age of the nine participants was 40.5 years (range 27-55; SD=9.52). The mean 
number of years that they had worked since qualifying in their core profession was 11.5 
years (range 1.5-30; SD=8.87). Eight of the participants were female and one participant
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was male. This reflected the female to male staff ratios employed in this service. All the 
participants were of white British heritage.
The participants described having at least one specialist clinical area of interest. They 
reported a variety of special interests in the areas of parenting, working with children 
under 5 years of age, working with children aged 6-10 years, working with children with 
medical illness, neuropsychiatry, children with attention deficit hyperactivity disorder, 
working with adolescents, children where there is parental mental illness, bereavement 
work, child neglect, transcultural psychiatry, and narrative family therapy. Only one 
participant described herself as not having a particular area of special interest.
2.3.5 The Researcher
I am a male clinical psychologist who is of Indian origins and someone who is bilingual. 
English is the language that is predominant in my work and daily life, whilst my mother 
tongue Gujarati is mostly used within the home or social context. My interest in working 
with interpreters grew out of my clinical work when I worked in the same service as that 
of the participants until four years ago. The experience of needing to work with an 
interpreter created a different experience of communication to that I had experienced as a 
bilingual person. Whilst sharing the geographical and some of the cultural roots with 
many of the families that I was working with, I was struck by my experience of the many 
aspects of forming human relationships and communication that had suddenly become 
unfamiliar when seeing families with an interpreter. At times the work was very
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rewarding and at others it had felt difficult. With hindsight I could identify certain points 
in the work where I had become more strongly attached to my clinical psychology 
theoretical models particularly when feeling that the work was not progressing in the 
direction that I had been hoping for.
2.3.6 The Interview Schedule And Interview
The research interview was based on the model that White (1991) has used of inviting 
service users (in this case the research participants) to act as consultants or ‘experts’ 
when sharing their knowledge, experience and expertise with the clinician (in this case 
the researcher).
The semi-structured interview schedule was developed to initiate a dialogue with the 
participants about the areas of interest for this study. Some demographic information was 
collected at the beginning of the interview. Four broad themes were explored in the 
interviews, namely a) the clinician’s experience of working therapeutically with families 
with the help of an interpreter, b) how the clinician thought that this work had been 
experienced by the family and the interpreter, c) what impact working with interpreters 
had on the treatment approach, and d) what clinicians thought about the role of language 
in their work. The interview schedule is given in appendix C.
A pilot interview was conducted with a clinician who had worked with interpreters, but 
who was not working in the service chosen for the project. Use was made of the pilot
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study to modify the interview schedule in the light of the feedback given by the 
respondent, and on how the researcher judged the questions to have worked. The 
questions were kept open-ended in order to maximise the opportunity for the participants 
to talk about topics prompted by the research interview. Some of the questions 
incorporated into the schedule were used in order to allow the participants an opportunity 
to talk about their experiences in a reflective manner. Flexibility was allowed within the 
interviews so that new areas that emerged could be taken up, or that the ordering of the 
questions could be changed to keep the natural flow of the conversation. Individual 
research interviews were arranged with participants in their place of work, and they lasted 
between one to one and a half hours. The interviews were conducted in a way that 
enabled participants to talk about their experiences as a means of informing the 
researcher about these. The participants were invited into a conversation regarding their 
work through the types of questions asked, and were encouraged to talk about the issues 
that came up for them in an open manner.
2.3.7 Analytic Procedure
Throughout the analysis, a journal was kept to write ideas down as the analysis 
progressed. Interviews were transcribed and subjected to an interpretative 
phenomenological analysis (IPA) using procedural guidelines that were in keeping with 
those suggested by Smith, Jarman and Osborn (1999). The preliminary stages of analysis 
involved reading and re-reading each individual transcript in turn so that the researcher 
developed a high level of familiarity with all the transcripts. Notes were made at each
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reading with respect to statements that appeared particularly relevant or interesting. The 
statements were noted for issues that seemed to be pertinent for the participants in their 
work with interpreters.
Each individual transcript was then read numerous times. Through each reading of the 
individual transcript, notes or short statements were made in the margins of the transcript. 
These notes or statements reflected particular ideas, potential themes, or specific issues 
that were emerging from the transcripts. This was done for one small section or 
paragraph at a time. Each of these short sections were looked at again to determine 
whether the provisional notes or headings were describing a lower level category or 
theme, and where this seemed to be the case these lower level (or abstract) category titles 
were written down on the opposite margin of the transcript. In any short paragraph, or 
small section of the transcript, there was often more than one category title identified. At 
subsequent readings, notes were added to or amended as new perspectives were 
generated on the same small sections of text. Gradually each small section of the 
transcript was designated a lower level category or theme. Once it was felt that the 
individual transcript had been exhausted as to any further coding, a second transcript was 
analysed using the same steps. This procedure was applied to all the transcripts 
independently of each other. The transcripts were then cross referenced to check whether 
any new lower level categories that had emerged in subsequent transcripts were evident 
in other transcripts. Where new categories were identified the data was re-examined to 
determine whether any statements in the previous transcripts could be coded with these.
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This step of cross-referencing identified commonalities and differences between 
individual participants understandings and experiences.
The second stage of the analysis involved organising the lower level categories into 
broader ones. As a means of achieving this each small section of the participant’s 
transcript was copied and pasted on the word processor into new files that were created 
under broad theme headings. Short extracts from the transcripts were copied under lower 
level category headings that were created in new data files. Initially some transcript 
sections appeared in more than one category heading. Once the interview data had been 
organised in this way the process of developing higher-level categories was embarked on. 
This involved checking the data to determine whether it was still consistent with the 
lower level category that it had been placed under. Where there was no longer a fit 
between the initial category and the data defining it the process of dropping the category 
or redefining it took place. Outlying data in any one category was either dropped at this 
stage or thought about in terms of producing a different category if another category did 
not already exist that could take account of it.
The next step involved organising the lower order categories under higher level ones. The 
lower level category headings were then brought together in clusters that appeared to be 
connected to each other. Sometimes this led to collapsing two or three lower level 
categories into one category. Each lower level category was then checked again as to the 
strength of its connection to the broader category theme that was identifying it, as well as 
its degree of inter-relatedness to other categories within the same cluster. The placement
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of lower level categories in to any particular cluster was refined until the researcher 
judged the clusters to be consistent in the categories that were placed in them. The 
interpretative process was continued to develop an understanding of the interconnections 
between the different clusters or higher-level themes that had been generated from the 
data. Throughout this process the researcher continued to make reference back to the 
transcript data to ensure that the categories developed were grounded in the data.
The final stage of the analysis brought together the higher-level categories by establishing 
connections between the broader themes contained in them. Where several categories 
were judged to be part of the same theme they were brought together under this theme. At 
times categories were collapsed into the one where they were judged to be part o f the 
same theme. Gradually, this final stage of analysis resulted in a smaller number of 
broader themes that connected the different higher-level categories that had emerged 
from the transcript data. The emergent higher-level categories or broader themes were 
continually assessed as to their explanatory power and consistency with the transcript 
data through this process.
Brackets were used in two ways to format the transcript reported in the analysis section: 
a) to denote very short pauses in speech (.), pauses of a few seconds (..), or longer pauses 
in speech (...), and b) to clarify what the participant was saying, for example (participants 
referring to mother-in-law).
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3.0 ANALYSIS
The IPA analysis is presented in three broad sections. The first section deals with the area 
of communication. The second main section deals with the difficulties that arose for 
participants in being able to establish a co-worker relationship with interpreters. The final 
section describes the impact on the therapeutic work that was carried out with 
interpreters.
3.1 Communication
This section describes the broad categories of language, the process of translation, non­
verbal communication, and the changes that took place in the participants’ therapeutic 
and assessment questions. In a general way language was seen as serving a number of 
important functions such as providing useful information about the clients emotional 
state. Language was seen as the primary form of communication that was needed in order 
to establish a relationship. The opportunities for making direct clinical assessments and 
promoting therapeutic engagement with clients were significantly reduced through 
translation. The process of translation changed many characteristics of the clinical 
assessments carried out by participants, and significant limitations seemed to be apparent 
in the way participants were able to utilise their clinical skills when working with an 
interpreter.
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3.1.1 Communication And Language
The therapeutic approaches employed in mental health work rely predominantly on 
verbal communication within the context of an exclusive relationship between the 
therapist and the client. Having an interpreter present immediately changes the nature of 
this exclusive relationship. Being able to have a direct conversation in one language 
appeared to serve a number of functions for the participants. Language was viewed by 
many of the participants as the primary form of communication, providing one of the 
fundamental ways through which to promote engagement with the client. A few 
participants spoke about how much easier it was to have a dialogue, and respond 
immediately to another person, when two people shared the same language:
Obviously one o f the first things with working with a family is engaging them and 
feeling that somehow there's some kind o f point o f you know, a point o f common 
interest or a point o f joining really and I  think language plays a huge role in that
(PI)-
Well I  think one can respond immediately if  one’s in one’s own language and the 
other person’s fluent in the language you’re speaking, so one can actually have a 
proper dialogue (P7).
For one participant it was striking how, even a short conversation consisting of a few 
words in English with a Bangladeshi parent, had made the connection with the father 
seem much stronger:
/  just can’t remember what he said, kind o f a few  words explaining the situation 
and I  immediately just fe lt I understood him a lot more or there was, kind of, more 
of a bond (P2).
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Language was seen as giving information about clients such as their socio-economic 
context, their emotional state, and their understanding of their difficulties. Most 
participants held the view that language was needed in order to elicit the information 
needed to carry out a clinical assessment:
Language immediately sort o f gives lots o f information about the person, about 
their status, about class, about, you know, lots o f things about background and 
education that people make assumptions by on hearing the way the language that 
somebody uses and the way that they speak (PI).
If language is a means o f expressing how you feel, then it is a way to tell 
somebody and to let them know what’s going on fo r  you (P3).
Some participants made reference to the assumptions people make when they share the 
same language, thus not needing to check everything out as to its meaning:
When we share a language we behave as though we know what each other means
In contrast, one participant described taking a more naïve approach to the types of 
questions asked to families in order to understand things from their perspective and avoid 
making assumptions about what their experiences may have been:
But I  certainly said this may seem a naive question but what happened to you or 
something, because his assumption would be everybody knew what was 
happening in the camps (refugee camps providing shelter) and it was also a way 
o f trying to find out from him what happened (P7).
Language was also thought about by one participant as being a way of providing families 
with the words or meanings that enabled them to make sense of their difficulties or 
emotional experiences:
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Well, quite a lot o f our work I think is about helping families to develop a 
vocabulary with which to think about and talk about issues within the family. So 
from that point o f view it’s crucial (P6).
Numerous references were made to how shared metaphors in any given language, can 
make it possible to give meaning to what is being said. Most participants highlighted the 
point that the same metaphors and associated meanings (or words) were not always 
available across different languages. Not having access to the possible different meanings 
sometimes led participants to have difficulties in understanding the family’s perspective. 
Finding a metaphor that was shared with the family was seen by a few participants as a 
way to strengthen the therapeutic relationship with the family:
And there are different thoughts and different ideas that perhaps we can’t even 
comprehend (PI).
If one talks about depression, or anger, or feelings, and um, there are some 
feelings that don’t have, ways, direct ways o f expression in another language 
(P5).
To find a joint metaphor actually made a link between us, and I  think that was the 
point when I  began to start linking with the family (P7).
3.1.2 The Translation Process
The process of having a dialogue through an interpreter seemed to be associated with a 
marked absence of the many features that are present in direct communication. 
Participants were worried about what information was being lost in the translation given 
that they only had access to the interpreter’s summary. The interpreter was able to
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experience the full emotional intensity of the client’s feelings, whereas the participant 
was only able to experience the client’s emotions in a more diffuse form.
Most participants worried about the possible loss of content and meaning through the 
process of translation:
Some interpreters that do perhaps very little translation o f what you're saying 
may not be conveying the same meaning to the family (PI ).
I  think working with interpreters, one's never quite sure o f what one's missing, so 
it's quite difficult I  think to have dialogues (P7).
For P7 the one experience of working with an interpreter who was able to provide 
simultaneous translation had been a positive one, as it had given this participant a sense 
of accurate word for word translation:
So it was actually simultaneous, almost simultaneous interpreting, which I'd not 
had before, but it made me feel quite secure because I  knew he was saying things 
word fo r word as I  said it (P7).
The process of translation entailed participants having to work with the summarised 
content of what had been said by a family member. The full content and understanding of 
what had been said was lost to the participants. Also, there remained an uncertainty for 
some participants as to the accuracy of the translation provided as they had no way of 
checking out what the interpreter had actually said:
It's like getting a précis, instead o f reading, watching and understanding a three 
and a half hour version o f King Lear, you're getting a three line précis o f  the 
King goes mad and his daughters give him a hard time (P8).
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There’s no way that you can actually check back that what the family is being 
asked is actually what you asked through the interpreter (P7).
Nearly all participants spoke about the work with interpreters taking longer due to the 
time taken up in carrying out translation. The work was experienced as being slower and 
losing momentum. Many of the participants also spoke about having fewer opportunities 
to intervene or ask questions more spontaneously. A few participants spoke about their 
concern that perhaps they had missed their chance to ask a question or say something to 
the family at the time when a particular topic was being discussed:
And sometimes when you’re waiting for the interpreter to finish interpreting what 
you’ve last said you lose the momentum a bit about how you would have fed  in, 
yes, so sometimes i t ’s slower (P3).
When am I  going to get to that point, and when will the momentum that I  feel kind 
o f not be, not be appropriate? You know a few  sessions down the line, will the 
time kind o f have been missed or will the opportunity have been missed or um are 
we ever going to get to the point o f being able to discuss this because it ju st seems 
to be taking so long to discuss other things? (PI).
One participant spoke about how difficult the translation task was for interpreters at 
times, especially when it wasn’t helped by the manner in which clinicians relayed their 
communication:
What happens quite often is that professionals’ rabbit away at great length to 
families and then say, ‘could you communicate something o f that’ to interpreters 
and give them an impossible job  (P8).
Having only second hand access to what a family had said also took away the intensity of 
the emotional information that was contained in the service user’s comments. For many
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participants there was a loss of direct access to the client’s emotions, and their experience 
o f these was diffused through the interpreter:
It makes fo r  the emotional meanings and connections to be filtered out and to be 
less intense (P8).
In contrast participants spoke about the emotional impact being more directly felt by the 
interpreter. Some of this impact on interpreters was thought to relate to the client’s 
emotional state and some of it was thought to result from the family’s anger towards the 
participant’s questions. Some participants spoke about the difficulty interpreters were 
placed in when the material brought up was upsetting for them, or when having to initiate 
dialogue about topics that the family may not have wished to talk about:
I  think um, pleasure, shock, worry, and pain. She (the interpreter) gets all o f  
those I  think. She's emotionally engaged with the family and with the work and so 
she, (.) so when the mother talks about, about her experience it impacts on her 
(the interpreter) hugely (P6).
Certainly with sex abuse I would have thought there would be families who just 
don’t want the interpreter to open that up or with situations o f depression or 
sadness or anger where in fact the families are going to feel upset or hostile (P7).
So they (the interpreters) carry the pain o f the family without having as much 
power to try to alleviate it in their own right. That's one thing. And the pain can 
resonate fo r  them too (P7).
The more psycho-dynamically orientated participants described the emotional impact on 
the interpreter as part o f the transference process between the interpreter and the family:
I think there's a big issue working with interpreters to do with the transference, 
because the transference goes to the interpreter first (P6).
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3.1.3 Loss Of Non-Verbal Communication
A few of the participants spoke about the loss of non-verbal information. At one level 
non-verbal communication was more difficult to interpret for participants because of the 
cultural context being different between them and the ethnic minority clients. Some 
participants spoke about the loss of eye contact with the family as this was directed more 
towards the inteipreter, thus cutting out possible visual cues that would have given 
important information about family members. The loss of non-verbal communication also 
made it hard for the participants to build up a relationship with the client:
I ’ve never fe lt that I ’ve really managed to engage a family when I ’ve been 
working with an interpreter because, you know, I  think the non-verbal 
communication is so important and you lose a lot o f that because the person 
you’re looking at is the interpreter (PI).
If you find you lose the eye contact then you do become almost peripheral in the 
therapy (P3).
As a way to compensate for the loss of verbal and non-verbal communication one 
participant spoke about making direct eye contact with clients and speaking to them 
directly. Another participant spoke briefly about using more visual means to carry out the 
work:
I  look at mum and ask her directly and the interpreter is outside o f it if  you like 
(P5).
More visual things like doing the genograms with the family, drawing them 
together, I  do that a lot anyway but I  think I do that more when I ’ve got an 
interpreter (P3).
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3.1.4 Changes To The Participants Questions
The manner in which participants were able to carry out clinical assessments and 
interventions was also changed through the process of translation. General information 
gathering questions were thought by a few participants to be easier to ask through an 
interpreter:
But quite straightforward just simple information gathering questions so kind o f  
language used in that sense, I  think it seems to be easier fo r  interpreters to 
translate and fo r you to kind o f get your meaning across and to get an answer that 
kind o f fits in with your framework again (P2).
However, the types of questions usually employed by participants had to be modified for 
ease of translation and for retaining their meaning. This led some of the participants 
being unable to carry out certain aspects of their assessments or interventions in the 
manner with which they were familiar. Assessment interviews seemed particularly 
difficult to carry out through an interpreter when specific diagnostic information needed 
to be obtained, or when sensitive areas such as child abuse needed to be explored with a 
family. Although making clinical assessments through an interpreter was helpful, having 
to rely on the accuracy of translation and the generation of a shared meaning gave P2 a 
sense of making this work seem different to when seeing an English speaking family 
without an interpreter:
But i t ’s not the same as making an assessment directly yourself, i t ’s different (P2).
One of the difficulties with translation is that of finding equivalent words in another 
language that allow diagnostic questions to retain their meaning and relevance. For a few
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participants this problem was linked to the experience and training of interpreters in 
being able to translate technical questions:
Like in the assessment o f autism, whether the child is autistic or not, to actually 
get someone, to ask the parents whether there's social reciprocity [laughs] is very 
difficult (P4).
If that does form part o f your differential diagnosis then you're going to have go 
into a more specific set o f questions to try and elicit the symptoms o f those 
disorders so in, in that way it becomes more difficult if, if  the interpreter isn't 
specifically clued into the, the language (P4).
Certain technical questions such as ‘circular questions’ or ‘reflective questions’ were 
reported by some of the participants as being difficult to ask through an interpreter. These 
types of questions may have been more difficult to ask through an interpreter because the 
intention behind them was possibly lost through the translation:
I  find that if  I  ask more systemic type questions or less directive questions, so 
questions where I  might kind o f be, I  guess along kind o f more the interventive 
kind o f interviewing type style, it seems they're much harder to translate (P2).
There are times when one says something, not because you want an answer to it 
but you just want to make a comment that is left fo r  the client to think about and I  
think an interpreter who doesn't understand that will interpret in such a way that 
the client feels an answer's expected (P5).
Most participants made reference to some of their questions being more difficult to ask 
through an interpreter. This difficulty seemed to be associated with a number of factors. 
As described above one of the problems that arose was that of technical language being 
difficult to translate. Many of the participants also drew attention to their worry about the 
cultural appropriateness of their questions and their anxiety about not wanting to offend 
the family:
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I (.) made the mistake o f ignoring him (son-in-law) a bit and [laughs] started 
taking a developmental history o f this child and asking about his birth and labour 
and so on, and this man suddenly got up and left the room (P5).
And discussing what sort o f issues might be extremely difficult within the culture 
to discuss, such as women not being able to talk about sexual issues in front o f  
men or the male interpreter (P7).
Another reason why certain questions may have been difficult to translate seemed to be 
related in part to a process whereby an interpreter has to understand the participant’s 
question enough to be able to ask it in a meaningful way to the client. For the interpreter 
to do this requires him/her to have some background knowledge in child mental health, 
an understanding and experience of particular techniques or methods of conducting 
therapy, and some level of familiarity with the participant’s individual way of working. 
Also, the interpreter has to be in tune with the participant’s line of thinking, in order to 
understand the intent of the participant’s question, and therefore translate the question in 
a useful manner:
I think that (..) things that are difficult to say (..) or ask, questions that are 
difficult to ask o f a family (...) well it's what I  was saying earlier, you get to the 
point o f asking them because you've done quite a lot o f internal work yourself but 
the interpreter hasn't done that internal work and that doesn't mean that the 
interpreter doesn't need to do that internal work before they can feel comfortable 
with asking that question (P6).
This point made by P6 also brings to attention the difficulties that interpreters may 
experience in asking certain questions when not having a context for understanding these, 
thereby also resulting in their discomfort about asking such questions on some occasions. 
It also highlights again the training issue as interpreters need to be sensitive to the
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cultural appropriateness of the types of questions asked by the participants, while at the 
same time being able to translate and ask families certain questions in a manner with 
which they feel comfortable. A few participants made the point that interpreters were not 
always in a position to be able to prevent a question from being asked or have control 
over the material that was brought up as a result of the question. This difficulty was more 
evident when questions were mistranslated, or when the interpreter exhibited his or her 
discomfort within the session:
But I think i t ’s because in fact the interpreter is impotent in that situation that 
makes it more painful and they can’t, presumably they can control it in some way, 
by not interpreting exactly what you’ve said or by changing the interpretation. 
(P7).
The man was talking about his sexual difficulties or the sexual difficulties which 
they had which is quite unusual fo r a Bangladeshi family to come up and 
acknowledge that as a problem and I would have wanted to treat that problem  
with a lot o f respect, you know, and care really, but the female interpreter on that 
occasion was quite thrown by this and basically started giggling and couldn’t 
stop giggling (P8).
3.2 The Difficulty Of Establishing A Co-Worker Relationship
All participants made reference to the difficulty in establishing a co-worker relationship 
with an interpreter. There seemed to be a number of factors associated with this 
difficulty. Firstly, there were practical constraints such as the limited availability of 
interpreters and their time. Contextual factors such as the level of integration into the 
service and low professional status appeared to disadvantage interpreters within the co­
worker relationship. Issues related to trust and control were of particular concern to the 
participants, as was the degree of connectedness to the work. The role ambiguity that was
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apparent in this work added to the tension experienced in the co-worker relationship. The 
overall impression about the co-worker relationship was one where both the participants 
and interpreters felt disempowered in their work.
The practical constraints and the types of differences related to professional status 
described by the participants, appeared to contribute towards the difficulties that were 
reported in developing a co-worker relationship. Nearly all the participants spoke about 
wanting to establish a co-worker or co-therapist relationship with the interpreter. 
However, this type of working relationship seemed to be difficult to attain, and 
participants were uncertain about whether it could ever be the same as the type of co­
therapist relationship held between two clinicians:
I  see the interpreter as a sort o f co-therapist really, but not the same as a co­
therapist (P6).
Because I  think issues fo r me are how much do you kind o f let the interpreter get 
on with it and use their own ideas, almost kind o f work as a co-therapist, and how 
much do you strictly use them kind o f as a person who translates (P2).
For any professional relationship to develop, colleagues need to have regular 
opportunities to work with each other over a reasonable period of time. For the 
participants in this study there was a marked variation in the amount of work done with 
interpreters (range of 3 families seen with an interpreter in the last two years to 12 
families per month; mean of five families per month; SD=27.4). Only four of the 
participants were working with interpreters with any regularity. This marked variation 
across participants was striking given that about a quarter of the referrals to the service 
were of Bangladeshi families.
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The lack of opportunities to work with the same interpreter on a regular basis was 
attributed to the lack of availability of interpreters and the limited time they had to offer 
participants. Many participants also made reference to the rushed nature of the work with 
interpreters and spoke about such limitations in a way that implied that there was very 
little they could do to change this situation:
The problems I experience are more to do with being able to book appointments 
with sufficient frequency because o f the pressures on interpreting time (P5).
I  don't see her (the interpreter) before. I  don't have the opportunity to discuss 
what I'm going to do in the session. I  don't have the opportunity afterwards to 
discuss how it's gone (P3).
The lack of time built into the preparation and processing of clinical work, was another 
feature associated with the difficulty in building up a co-worker relationship, and was 
mentioned by many participants:
You know there is something about preparation actually as well, because when I  
go over there we just go straight in to see the family, you don't have time because 
their time is booked so tightly, to ever have much time to talk about what you 're 
going to do (P3).
Another factor that seemed to make it difficult for the co-worker relationship to become 
established was the lack of integration into the service and familiarity of the work context 
for interpreters. With the exception of the two in-house interpreters all the other 
interpreters booked to see families came from outside of the service. Although some level 
of integration appeared to be taking place for the in-house interpreters this seemed to be 
largely absent for outside interpreters. A few participants described the in-house
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interpreters as having become more integrated into the service. Outside interpreters had 
few opportunities to establish a regular working relationship with the participants:
So that means we have one interpreter based in the team that w e’re working with 
all the time, which is a pretty unique experience I  think (P5).
Whereas my experience here has been very different because the interpreter has 
seen himself as an integral part o f the team and it wasn’t like working through a 
third person, it was like working with a co-therapist (P4).
Interpreters also had to adjust to the different clinicians that they worked with within the 
service:
I  thought that the business o f working with different clinicians all the time and 
people with different status and seniority and experience is quite difficult and so 
the job  o f the interpreter based in the team is extremely complex (P5).
Another aspect of the co-worker relationship that was identified by some participants 
related to the issue of power. The responses given by P5 highlight the power differentials 
existing in the co-worker relationship. Firstly, there was an acknowledgement of the 
power difference between the interpreter and the participant, and recognition that it did 
not necessarily reduce even when the participant tried to strive towards a more equal 
working relationship:
/  always strive towards co-working, and maybe I ’m being a bit idealistic and 
actually I ’m more powerful (P5).
The lack of a proper career structure or professional recognition seemed to place 
interpreters in an unequal relationship with participants:
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/  do think o f the interpreter as a co-worker .Now there are problems about that 
because she isn’t. She isn’t, that’s not recognised in the (.) status and salary and 
all those sorts o f things so, and that creates problems (P5).
The professional hierarchy also appeared to place interpreters in a position of less power 
in relation to participants. The in-house female interpreter was being managed and 
supervised by P5 thus creating a sub-ordinate learner position for the interpreter. The 
interpreter appeared to be placed in a position where she was not given a ‘real voice’ in 
the work:
And I think that there’s a real, particularly may be less so between social workers 
and interpreters, but very much so between psychiatrists and interpreters, you 
know, where they don’t feel necessarily empowered to argue with a psychiatrist 
and say ‘look this is what this fam ily’s experience is ’ (P5).
Oh yes because the interpreters also grow and develop and you know one sees 
people actually developing their own sort o f clinical skills really and so initially 
one may be perhaps teaching them at the same time (P5).
Many participants made reference to trained or experienced interpreters in their 
comments and gave a sense of valuing or respecting them more:
The recent one has been very good. Um he’s obviously very experienced (P4).
The broader societal context also appeared to have an impact on the co-worker 
relationship. The positioning of the participant as a white professional authority figure by 
the interpreter seemed to have the possibility of creating a tension in their relationship 
and preventing it from moving towards a co-working relationship:
Well very, very simply, the male interpreter who is an older man who grew up in 
Bangladesh um calls you ‘lady’. Now that immediately presents a problem, you
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know, fo r  me, because I ’m not used to being called that, and nor is he used to 
being called by his first name (P5).
The working relationship between the participants and the two in-house interpreters also 
seemed to be dependent on the natural working style of the interpreter. Some participants 
described the contrast in the working styles between the two in-house interpreters. The 
degree of fit between the working style of the participants and the two interpreters 
appeared to determine the nature of the working relationship that was possible to 
establish:
I  think with one o f the interpreters more a kind o f counselling, supportive, kind of, 
making-links making-sense kind o f approach comes more readily because that’s 
more naturally her kind o f style, if  you like, whereas with the other interpreter 
perhaps kind o f having much clearer ideas about this is the way things happen or 
work or this is the way things shouldn’t happen or work and you know perhaps 
having more naturally advice-giving role (P2).
And so he (the interpreter) has quite a lot o f difficulty with my approach which is 
trying to essentially get to a position where I ’m sitting with the family looking at a 
problem and helping them think about what they can do to change things rather 
than telling them what to do so (P5).
The descriptions given above, by the participants, brought to attention the many ways in 
which they saw interpreters becoming disempowered. Ironically, the participants also 
made references about themselves, which were suggestive of them also feeling 
disempowered. One of the striking ways in which both participants and interpreters 
seemed to become disempowered was related to the role ambiguity that was contained in 
the co-worker relationship. The role ambiguity may have arisen out of insufficient time 
being made available to plan the work. There was little indication in the participants’ 
accounts to suggest that they were able to plan and discuss their respective role in relation
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to the interpreter. The role ambiguity appeared to remain unresolved in the co-worker 
relationship.
Participants viewed themselves as being in charge of the work and maintaining overall 
clinical responsibility for the work. The degree to which an interpreter was able to 
contribute beyond just the translation role was uncertain. Although participants wanted 
the interpreter to have a more involved co-worker role, most participants questioned how 
much the interpreter’s role could extend beyond just translating:
And i t ’s not just all coming from me, i t’s coming from the interpreter as well 
about how we might do something or what might be the best way to do it so they 
are contributing equally in some ways to the therapy (P3).
Because I  think issues fo r me are how much do you kind o f let the interpreter get 
on with it and use their own ideas almost kind o f work as a co-therapist and how 
much do you strictly use them kind o f as a person who translates (P2).
Most participants spoke about valuing the interpreter’s contribution to the work as a 
cultural advisor and of wanting to encourage the interpreter to be more forthcoming with 
their ideas. There appeared to be an inherent contradiction contained in the participant’s 
wish for interpreters to be more forthcoming with their views, when at the same time the 
interpreter’s views were seen as an intrusion on the work:
I think that interpreters I ’ve worked with have often been quite shy about offering 
their opinions and views and feelings about things that are going on (P8).
If we don’t call upon them and make use o f them, then in any case they are 
intruding upon the work and entering into the work but in more sideways ways
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Another aspect of the disempowerment experienced by participants and interpreters was 
evident in relation to the therapeutic skills each of them possessed. Some participants 
acknowledged the clinical skills that some of the interpreters possessed. Acknowledging 
the existing skills of the interpreter or those that they could acquire through further 
training challenged the position or role that the participant could take on:
Vm not undermining my own training and experience here but um (...) that's one 
o f the things I've thought about really. Why can't we have her on board and train 
her so she can work with these families who speak this language (P6).
The dilemma about how much participants were leading the work or whether they were 
becoming more of a facilitator was shared by P9:
I  have wondered this recently as well, that whether you're more o f a facilitator 
and actually they (the family) would rather speak to the interpreter than you (P9).
A  few participants also wondered about whether interpreters also felt deskilled when 
possessing clinical skills in their own right and yet having to be confined to the task of 
translation:
I  wonder that sometimes they don't feel deskilled because if  they're not the ones 
that are supposedly doing the therapy, but I  think their input is often just the fact 
that they speak the language (P3).
Many participants also spoke about becoming peripheral to the work, given that the large 
proportion of the conversation took place between the interpreter and the family:
And he (the interpreter), and the mother had quite a long conversation which I  
was left out of(P9).
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Yes I wonder about that, I  wonder if  the therapist is not often perceived as the 
spare part because [laughs] the interpreter actually makes a really strong link 
with the family (P3).
All the participants spoke about the issue of trust and felt that without this it was difficult 
to establish a good working relationship with the interpreter. The trust issue was 
primarily related to not knowing what was being said between the interpreter and the 
family. There were concerns about the accuracy of the translation being provided by the 
interpreter. For P8 trust was something that developed over time, through a working 
relationship with an interpreter, such that the interpreter was able to become familiar with 
this participant’s way of working:
At a very, very basic level, if  you’re worried about what the interpreter is actually 
saying to the family, how they’re interpreting, then you haven’t got a basic trust 
that you know you’re working towards the same end (P5).
The way it works is that over time when you begin to establish a relationship of 
trust with your interpreter which you feel, I  feel that they are kind o f conversant 
with the ideas that I ’m using and the strategies that I ’m using and my intentions 
that I have in asking questions (P8).
Participants also worried about losing control over the work and feared that the 
interpreter would take control of the work:
I  would have fe lt that I  wasn’t in control. I  may not have even talked to him (the 
interpreter) about it afterwards. I  wouldn’t have liked it (P9).
The interpreter said something to the family, the mother like 'you know, come on, 
you must be strong and not cry ’. That wasn ’t what I  said (P9).
I think if  you don’t know the interpreter, and if  you don’t trust the interpreter. I 
mean going to my worst case-scenario, you have interpreters that take over (P7).
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3,3 Therapeutic Relationships And Interventions
This main section describes two aspects of the clinical work that participants carried out 
with interpreters. Participants found it difficult to establish a long-term therapeutic 
relationship with many of the families seen with an interpreter. The difficulties associated 
with the process of translation appeared to be associated with the therapeutic 
interventions becoming simplified.
3.3,1 Long-Term Therapeutic Relationships Were Difficult To Establish
Therapeutic engagement is necessary for any particular therapeutic intervention to be 
successful. In the work carried out with interpreters there seemed to be difficulties in 
engaging families in the therapeutic work. Many families seemed to stop attending after 
the first few appointments. Having to communicate through an interpreter made 
participants unsure about whether psychodynamic approaches were possible to use with 
families, and some participants commented on finding it difficult to use their personal 
attributes in the work. Engaging families may have been difficult due to cultural 
differences between the family and the participant.
Participants offered little direct explanation as to why many families seen with 
interpreters failed to attend subsequent appointments or did not engage in long-term 
work. To some extent this was rationalised on the basis of families having their needs met 
during the first appointment. In contrast to the view that families seen with interpreters
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wanted practical help, there were a limited number of responses given by a few 
participants suggesting that quite often families were in fact unsure about why they had 
been referred. The issue about how much understanding a family had about the referral 
and the child mental health service may have also been a factor in why families dropped 
out of treatment:
Sometimes the family has no idea why they’ve come (P4).
A lot o f the times I ’ve seen a family with an interpreter they don’t come back after 
the first session. And as I said whether that was enough just fo r  somebody to hear, 
it was enough to address some o f the practical issues (P3).
There were differences of opinion amongst some participants about whether it was 
possible to apply a psychodynamic model or engage clients in long-term 
psychotherapeutic work when working with an interpreter. This approach may have 
proved difficult given the participants’ experiences of becoming distanced from families 
and having a sense of the primary relationship being held between the interpreter and the 
family:
If I ’ve managed to kind of keep the family in therapy fo r longer then there’s a 
chance o f it sort o f it moving more towards a psychodynamic way o f working with 
a family and thinking more about the relationship between the parent and the 
child (PI).
I  can’t imagine how one does individual psychotherapy, fo r  instance through an 
interpreter, you know, a long one to one (P7).
One of the difficulties experienced by P7 was that of not being able to use personal 
attributes such as humour when working with an interpreter. This gave P7 a sense that 
many of the psychotherapeutic skills and personal attributes that this individual usually
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relied on were somehow not possible to utilise when working with an interpreter. This 
view seemed to have a significant importance in how P7 was able to work with families 
needing an interpreter:
I  do try and use humour but i t ’s, you’re never quite sure because humour’s often 
about puns and double meanings and cultural nuances, so I  don’t think I  laugh as 
much when I ’m, I don’t laugh as much and I can’t play with words in the same 
way which actually cuts out a lot o f my skills (P7).
A better engagement may have occurred when the interpreter and participant were seen to 
have a good working relationship by the family. This may have provided a level of 
containing that was necessary for the family to feel safe enough to engage with the 
participant:
Well i t ’s quite clear I  think that the family picks up what the relationship between 
the therapist and the interpreter is. And if  that’s a comfortable relationship that 
means the family feel safer with you as a worker (P7).
I t’s fe lt safe enough, the family are very regular attendees and it feels that we can 
sort o f explore different areas (PI).
Also, it was possible to understand the family’s difficulty in establishing a relationship 
when different interpreters were used to translate for them:
/  was using different interpreters each session and different people from a 
hospital pool and so on. And I  fe lt that it was really very difficult to make a link 
with them (the parents) and feel that they that I ’d engaged them (P5).
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3.3.2 The Interventions Become Simplified
For many participants there was a strong sense that they were not able to use many of 
their questioning skills or styles when working with an interpreter. The possible impact of 
these questions on families was also in the minds of some participants:
Fm not sure again about circular questioning (P7).
I  think sometimes it can lead to the family just feeling alienated and bewildered 
about what it is that we're trying to do and why it is that we want, we're asking 
these particular questions (PI).
Nearly all participants made reference to their work becoming more simplified, practical, 
less reflective, and more behaviour focused. This seems in part to be a consequence of 
the difficulties associated with the more reflective types of questions being more difficult 
to translate. It may also be related to the difficulties experienced in building up a strong 
therapeutic relationship with the family, thereby making participants stay mostly with the 
practical or immediate issues associated with the child’s behaviour. Also, some of the 
participants had stated a preference for working within a behavioural framework. 
However, even in this way of working the therapeutic relationship that is developed with 
a family plays a significant part:
So I might be inclined to be more sort o f structured and work on quite sort of 
concrete sort o f behaviour management programmes with families where an 
interpreter's required (PI).
If you don't have that connection with the family you can forget about them doing 
anything that you suggest [laughs] but, but I  mean behaviour modification 
programmes do, do lend themselves, have worked well (P4).
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The focus on behaviour management was justified by some participants on the basis of 
viewing Bangladeshi families as wanting this type of help. Practical interventions were 
also justified on the basis that they were seen to help with developing a relationship with 
the family, and being easier to apply when interpreters were used:
I ’m quite keen to respond to what the family want really and, in my experience so 
fa r  what families who’ve required interpreters have tended to want have been sort 
o f advice on behaviour management mainly (PI).
I  guess i t ’s a bit less about making links within the family or making links with 
past experiences and more about um, making suggestions sometimes about 
practical things like getting in contact with different services, maybe about kind of  
more the behavioural programme type, type thing um I ’m not really sure if  I ’m 
being fa ir (P2).
In some instances taking a more behavioural approach also defined the clinician-family 
relationship as being one where the participant took on the role of the ‘expert’. For P2 
this was justified on the basis of this being what the family wanted. This positioning was 
also connected to the types of comments made by a few participants about the higher 
levels of compliance shown by Bangladeshi families:
I  don’t know if  i t ’s about having an interpreter per se but I  think I ’m probably 
more directive and more, kind of, taking an expert position with the Bangladeshi 
families that I  work with. I  think that’s partly because it seems to me that that’s 
very much what their expectations are (P2).
I  think my impression is and I  might be very wrong, that people kind o f are quite 
accepting and people are um(...) kind o f quite compliant and obedient (P2).
For one participant, the interpreter was seen as being able to make the therapeutic 
approach used more acceptable to the family:
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This man’s (the interpreter) status in the community influences the way people 
perceive him, um, and it simply makes, um, even though these are Western style 
models o f therapy, it does make it more acceptable to, to people (P4).
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4.0 DISCUSSION
The discussion addresses the broad areas that were identified in the analysis. 
Consideration is given to the areas of language and communication, the co-worker 
relationship, the therapeutic relationship, and the impact on interventions. The validity of 
the research findings is then considered. Following this there is a section on reflexivity. 
Finally, the implications for future research are considered.
To the researcher’s knowledge no substantiate empirical or qualitative research has been 
carried out in this field. Most of the literature on working with interpreters is descriptive 
or anecdotal and therefore lacks methodological rigour. This study attempts to make an 
original contribution to the field using a qualitative research methodology.
4.1 The Communication Process
The area of language has been minimally explored in the literature with respect to 
therapeutic work carried out with interpreters. Some of the literature on the social aspects 
of language is drawn on in order to provide a context for the comments made by 
participants in relation to language and communication.
Participants spoke in a general way about the primary importance of language in their 
clinical work. They described their reliance on language in order to obtain both 
demographic and clinical information when making a diagnostic assessment of the child
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and his family. The process of making a clinical assessment became difficult when 
participants had to conduct this through an interpreter. This study has provided a rich 
description of the way participants thought about the use of language in their clinical 
work with interpreters.
Participants spoke about the many difficulties they experienced when communication 
took place through an interpreter, especially when not having access to the different 
levels of information that are usually available in direct conversation. They described 
difficulties arising in communication when the full content of what a family had said was 
lost, when they only had access to a summary of what had been said, when they had few 
opportunities to check out the meaning of what had been said, and when the spirit of what 
had been said was modified or changed in the translation. The process of understanding a 
person is often an interpretative one, where meaning is created or inferred from the many 
different levels of information that are contained in the communication taking place 
between two people sharing the same language (Bruner, 1978; Steiner, 1998; Thompson, 
1999). The person listening is attuned to the content of the speaker’s communication, the 
situation in which the conversation is taking place, the way the words are being 
expressed, and the supposed intent behind what is being said (Chaika, 1982). M ost of 
these types of features were missing or one removed when communication had to take 
place through an interpreter, and in part explains some of the difficulties experienced by 
the participants.
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People also make many inferences from the non-verbal cues that are available to them 
from the speaker in order to give meaning to the verbal communication (Chaika, 1982). 
The participants spoke about the loss of non-verbal and verbal communication when 
working through an interpreter. Lago and Thompson (1996) have described the problems 
that arise in cross-cultural communication when clinicians and service users misread the 
non-verbal cues. People commonly make attributions about others as a way of 
understanding them, and check these out as to their predictability and stability in order to 
have a reasonably consistent understanding of the other person (Pennington, Gillen, and 
Hill, 1999). Participants may have found it difficult to make useful attributions about a 
family when having only limited access to the verbal and non-verbal information. The 
interpreter may have held more information about the family than was possible to convey 
to the participant through translation.
Participants described significant changes to the normal flow of conversation when this 
took place through an interpreter. Some participants spoke about missed opportunities to 
ask an important question, as the interpreter and service user were still engaged in a 
conversation or had moved on to a new topic. Participants also spoke about the loss of 
momentum, and other changes in the temporal aspects of communication. Roy (1992) has 
described similar changes to the temporal aspects of communication for deaf service 
users using an interpreter. Service users may also lose the thread of their story when 
having to tell this through an interpreter (Wadensjo, 1998).
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The manner in which somebody is understood is influenced by the receiving context of 
the listener and the different interpretations that are available within the confines of the 
listener’s context (Bruner, 1978; Steiner, 1998). In many ways the interpreter becomes 
the primary receiving context for the family’s communication, and the participant 
becomes the receiving context for the interpreter’s understanding of that communication. 
The participants’ concerns about what was lost or changed in translation may possibly be 
a feature of them not being the primary recipient of the family’s communication.
The participants’ intent behind asking certain types of questions was lessened when their 
questions lost their original purpose or meaning in the process of being translated. People 
often use language and the art of conversation to further certain goals, to communicate 
their intentions, or carry out certain actions (Bruner, 1978; Hymes, 1972). It can be seen 
from the participants’ comments, that their main goal of gathering relevant personal and 
diagnostic information, or making therapeutic interventions through the types of 
questions that they asked, was difficult to achieve when not having direct communication 
with the family.
Participants spoke about their difficulty in developing a relationship with a family seen 
with an interpreter. Shorter (1993) has suggested that relationships are constructed in 
language through the process of having a conversation. Language is also seen as the 
vehicle by which people are able to form social relationships and personal connections 
(Chaika, 1982; Hudson, 1996). Not having the same language as the family, and thereby
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having to rely on the interpreter to facilitate communication, restricted the extent to 
which participants were able to develop an engaging relationship with the family.
The participants did not have direct access to either the linguistic or cultural context of 
the family, and had to rely on the interpreter in order to gain entry to the family’s world. 
Participants spoke about their difficulty in finding shared words or metaphors across a 
different language. They also found it hard to develop a shared understanding about the 
family’s problems. Bassnett (1991) has highlighted the problem of finding equivalent 
words or concepts across different languages. Garfmkel (1972) has defined the basis of 
culture as a set of shared governing rules that are used by people when making 
interpretations about themselves and others; as opposed to the notion that people draw on 
a universally shared knowledge about each other. The availability of meaning is 
culturally embedded and context bound with language providing a means for accessing 
meaning (Cronen, Johnson and Lannahan, 1982; Geertz, 1973). Participants were 
unlikely to have had direct access to a family’s cultural context, or have sufficient 
knowledge about the interpretative rules operating within the family’s culture. In this 
regard participants valued the interpreter giving them information about the family’s 
cultural context as a means of developing some understanding of the family’s world.
Some authors have described the changes that take place in the clinician’s questions as 
errors or distortions resulting from poor translation (Harvey, 1986; Launer, 1978; 
Marcos, 1979). The participants in this study described such changes in their questions as 
arising from the difficulties associated with the translation of technical questions, or the
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possible discomfort for the interpreter in asking quite personal questions to families. It 
has also been suggested that changes to the clinician’s questions are almost inevitable and 
are perhaps even necessary in order for the interpreter to ask these in a meaningful way 
(Granger, 1996). These types of issues can be addressed to some extent by providing 
training for interpreters and clinicians. Such training could help them both in developing 
a shared context for finding more effective ways of asking technical or therapeutic 
questions in a culturally appropriate way (Kaufert, 1990). Several authors have argued 
that clinicians need to show sensitivity and cultural appropriateness in the types of 
questions they ask families (Solomon, 1997; Thompson, 1999). Participants in this study 
were also aware of this issue and were able to reflect on situations when family members 
or interpreters had shown their discomfort at their questions. This study highlights the 
need for clinicians to modify certain types of assessment and therapeutic questions in 
ways that improve the efficacy and cultural appropriateness of their clinical practice. This 
study has generated an understanding of the clinician’s reliance on language at a level of 
depth that has not been available in previous studies.
4.2 The Co-Worker Relationship
The co-worker relationship between the clinician and the interpreter has not been 
explored in depth within the existing literature. Some of the difficulties inherent in 
developing a co-worker relationship have been reported in the literature in relation to the 
conflict that can arise when there is a lack of trust, or difference of opinion about how 
best to meet the client’s needs (Kaufert and Koolage, 1984). Participants in this study
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described similar experiences to these in their co-worker relationship with an interpreter. 
However, the qualitative methodology used in this study has yielded a more detailed 
understanding about the types of factors that seem to be contributing to the difficulties 
experienced by clinicians and participants in developing a co-worker relationship.
A good co-worker alliance can be thought of as having some similar features to those 
found in a positive therapeutic relationship. For any working alliance to develop there has 
to be an agreement on the primary task (Bordin, 1994). A consensus and agreement about 
the primary task, coupled with a shared expectancy of the outcome from the working 
relationship, is thought to be important to promoting change (Clarkson, 1995). A good 
working alliance involves co-operation and a positive bond between the two parties. 
From the responses given by the participants it was apparent that these important 
attributes were difficult to achieve for a number of reasons. Firstly, given the time 
restraints and interpreter availability, it was apparent that adequate time was not built into 
the work to identify the primary task and set agreed goals for the work. Often the 
working alliance between the interpreter and the clinician was restricted to only a small 
number of meetings given the high likelihood of the family dropping out of treatment. 
Secondly, although some authors have supported a broader role for interpreters within a 
clinical context (Kaufert and Koolage, 1984; Roberts, 1997; Wadensjo. 1997) this has 
often resulted in role ambiguity for both interpreters and clinicians. The tension existing 
within the literature between advocates for interpreters taking on a broader role versus 
those authors who suggest that interpreters should remain strictly as ‘neutral translators’ 
(Marcos, 1979) was also present for some of the participants in this study.
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Some participants also drew attention to the social inequalities experienced by 
interpreters within their community context, as many interpreters may have been coming 
from disadvantaged and disempowered ethnic minority groups. Several authors have 
identified the need for clinicians to be aware of the impact of such power differentials 
when building up a therapeutic alliance (e.g. Aitken, 1998; Hagan and Small, 1997; 
Holland, 1992; Small, 1990). In addition to the disadvantages faced by many interpreters 
in the community, there is the additional power differential arising from their low 
professional status within work structures that do not really support them (Corsellis, 
1997; Crawford, 1994; Granger, 1996; Tribe, 1999). Such factors seem to place 
interpreters in a difficult and powerless position in the co-worker relationship with 
clinicians. Participants identified some of these power differentials in their struggle to 
form a more equal working relationship with interpreters. However, the ideal of working 
with interpreters as co-therapists seemed to constantly escape them.
The participant and interpreter appeared to be caught up in a complementary relationship. 
A complementary relationship is defined as one in which ‘inequality and the 
maximization of differences exist’ (Goldenberg and Goldenberg, 1996). Participants 
described the professional and contextual differences within their co-worker relationship 
that were associated with interpreters becoming disempowered. Interpreters were seen as 
having a low professional status and a poor career structure. Participants were kept in a 
more powerful ‘expert role’ within the co-worker relationship with respect to the 
interpreter.
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In a paradoxical manner participants also experienced feeling disempowered. They spoke 
in a helpless way about the lack of availability of interpreters and in being able to secure 
their time. Many participants experienced losing control of the work and felt anxious 
about this. Most participants spoke about the issue of being able to have trust in the co­
worker relationship. The experience of feeling disempowered may have increased the 
participants’ need to retain control of the work, and increase the potential for conflict in 
the co-worker relationship. However, the type of conflict described in other studies 
(Crawford, 1994; Kaufert and Koolage, 1984) appears to be more specifically related to 
the issue of nurses or other personnel being asked to interpret when this is not part of 
their job.
At another level the interpreter appeared to be caught in a ‘double bind’. A ‘double bind’ 
is the view that an individual who receives important contradictory injunctions at 
different levels of abstraction and about which he or she is unable to comment is placed 
in a no-win, conflict-producing situation (Goldenberg and Goldenberg, 1996). The 
possibility of the interpreter being placed in a ‘double bind’ is hypothesised in a tentative 
way. At the contextual level interpreters were usually placed in a position of little power 
in terms of the inequalities arising from their experiences of being part o f an ethnic 
minority. Some of the participants had spoken about the interpreter’s negative 
experiences of living in this country, and how these may have made it difficult for 
interpreters to establish a more equal co-working relationship. Participants primarily 
wanting the interpreter to service the role of translator continued to keep the interpreter in 
a position of less power. At the same time participants spoke about wanting interpreters
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to be more forthcoming with their views, to take on the role of cultural advisor, and have 
a more equal say in the work. Yet there was little time built in the work for this to 
happen. Even when some participants were aware of certain interpreters having clinical 
skills in their own right there was little mention by the participants about how these could 
be utilised. It is possible that at some level the interpreters were aware of these types of 
direct or indirect contradictory messages. These types of contradictory messages may 
have created a situation where interpreters were unable to have an equal say in the co­
worker relationship, and continually placed in a no-win situation. This study has made it 
possible to understand more about the process involved in the difficulties associated with 
the co-worker relationship between the interpreter and the clinician.
4.3 The Therapeutic Relationship And Simplified Interventions
Most participants spoke about their difficulty in engaging families on a long-term basis 
when seeing them with an interpreter. Participants were unable to establish a relationship 
with the family through a shared language, but instead had to rely to some extent on the 
initial relationship developing between the interpreter and the family. It was then possible 
for engagement to occur between the family and the participant.
Engagement with a family or individual service user is thought to be of paramount 
importance in both sustaining treatment and for achieving a positive outcome (Clarkson, 
1995; Flaskas, 1994; Jackson and Chable, 1985). Participants described the primary 
engagement as taking place between the interpreter and the family, and they spoke about
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feeling distanced from the family. Participants spoke about many families dropping out 
of treatment after the first few appointments. It is possible that there was insufficient 
engagement in the early stages of therapy to sustain families in long-term work. The 
process of engagement is also important in giving information about the family or service 
user (Jackson and Chable, 1985). Participants had to rely primarily on interpreters to 
forward such information. Engagement also relies on being able to develop an empathie 
and ‘real human relationship’ with the family, and requires a certain degree of intimacy 
between the clinician and the family (Perry, 1993; Weingarten, 1991). Participants in this 
study experienced a lack of engagement with families and spoke about becoming 
distanced from the family. The clinician’s ability to use aspects of himself/herself can 
also help with the process of engagement (Rober, 1999; Smith, Coll and Golding; 1990). 
Some of the participants in this study spoke about their difficulties in being able to use 
aspects of themselves such as humour when working with interpreters. The subtlety in 
language that is associated with humour is often difficult to convey in another language.
Therapeutic relationships require a level of containment from the therapist to the service 
user’s feelings and anxieties (Clarkson, 1995). The therapeutic relationship is also held in 
the transference and counter-transference between the service user and the clinician 
(Clarkson, 1995; Flaskas, 1994). Some participants spoke about the interpreter getting the 
full impact of the family’s emotions, and hence holding the transference. Similar feelings 
about bearing the brunt of the family’s emotion have also been reported by interpreters 
(Granger, 1996; Tribe, 1999).
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Many participants described their intervention as becoming more practical and 
behavioural in its orientation. Similar findings have been reported in medical settings 
where doctors have tended to focus on providing medication, or practical advice when 
treating service users needing the help of an interpreter (Crawford, 1994; Drennan, 1999; 
Kaufert et al, 1984). In these studies there was a trend for doctors to take less account of 
context and maintain a focus on the physical symptoms due to the difficulties associated 
with taking a full medical history through an interpreter. Some authors have argued that 
treatment approaches are more likely to work if they fit with the service user’s existing 
treatment models (Kaufert and Koolage, 1984; Target and Fonagy, 1996). It has also been 
argued that treatment approaches with children need to pay particular attention to 
environmental factors and remain flexible (Target and Fonagy, 1996). Participants in this 
study appeared to deal with the difficulties in communication through an interpreter by 
becoming more behaviour focused and practical in their treatment approach. The 
argument that clinicians are often led by their preferences for particular therapeutic 
approaches instead of using what best meets the needs of the client (Quadrio, 1986) was 
less evident for the participants in this study.
4.4 Validity
Qualitative research methodology has described different types of validity checks against 
which tô judge the analysis that has been performed on the interview data. Various 
checks for validation have been built into qualitative research methodology. These are 
summarised below:
154
1. Respondent validation: Participants are presented with feedback of the results by the 
researcher after the initial analysis, as a check to ensure that interpretations of the data are 
in keeping with the participants’ understanding of the information they had given (Elliott 
et al, 1999). This process may sometimes be of limited value (Henwood and Pidgeon, 
1995) as it may yield little new information and may on occasion be inappropriate when 
the research interview has covered sensitive topics. Some authors have suggested that the 
researcher clarify his or her understanding of the respondent’s comments at the time of 
carrying out the research interview (Silverman, 1993: Smith, 1996b).
2. Ecological validity: Research is carried out in a location which best fits the everyday 
natural setting of the participants in relation to the research questions under consideration 
(Parker, 1994).
3. Contextual validity: The extent to which the research relates to other work carried out 
in the same field of enquiry (Tindall, 1994).
4. Triangulation: This is when different methods of data analysis are employed on the 
same data. It may also involve making use of other independent sources to act as points 
of reference against which to validate the research findings (Elliott et al, 1999; Smith, 
1996b; Turpin, Barley, Beail, Scaife, Slade, Smith and Walsh, 1997). Triangulation may 
also involve generalisation to a larger surveyed sample or the co-ordination of several 
studies at the same time.
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5. Independent audit: The presentation of data or analysis for independent audit can be 
seen occurring at three different levels. Firstly, the analysis can be audited at the level of 
how well the researcher’s interpretation of the data fits with the data that has been 
reported. For example, an independent reader has to be able to follow the trail that has led 
to a particular interpretation of the data (Smith, 1996b; Turpin et al, 1997). The trail 
leading to particular interpretations of the data may also be provided in the form of a 
reflective journal (Stevenson and Cooper, 1997), or through a confirmatory trail 
(Sherrard, 1997). Secondly, independent audit can be carried out at the level of the 
readers’ satisfaction with the analysis that is presented. Evaluation and judgement 
provided by other people’s reading of the research, and the comments they make about 
the adequacy and usefulness of the research, provides another means of independent 
audit. Finally, presentation of raw data or transcripts with the report allows the reader to 
check the interpretations provided in the analysis against the raw data that is provided 
(Smith, 1996b; Stevenson and Cooper, 1997).
6. Rhetorical power: How well an argument has been made by the researcher to support 
the interpretation of the findings (Henwood and Pidgeon, 1995).
7. Internal coherence: The extent to which the research findings are internally consistent 
and coherent (Elliott et al, 1999; Smith, 1996b), and the extent the data maximally fit the 
categories developed through the analysis (Turpin et al, 1997). Deviant-case analysis and 
counter instances look for aspects of data that do not fit the analysis carried out up to that 
point in time, so that the analysis can be modified to explain these.
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8. Transparency and reflexivity are also used as checks for validation of the research 
findings (Sherrard, 1997; Stevenson and Cooper, 1997). Transparency is achieved 
through checks such as the researcher leaving a ‘confirmatory trail’, appending 
transcripts to the research document, triangulation of data or research methods. 
Reflexivity is encouraged through the researcher explicitly stating the epistemological 
and ontological position taken in the research (Elliott et al, 1999), and keeping a reflexive 
journal (Stevenson and Cooper, 1997).
9. Generativity: This refers to the extent to which the research generates further issues 
and questions as a measure of how useful it was (Henwood and Pidgeon, 1995; 
Hammersley, 1996).
It could be suggested that the different levels of validation described above apply equally 
to qualitative and quantitative methodology, particularly those of respondent, ecological, 
and contextual validation, and reflexivity, internal coherence and independent audit. 
Generativity of new ideas is as equally important as is the consistency or replication of 
research findings. Triangulation as a means of validation is weaker as it has the potential 
to confuse methodologies or what may be interpreted from different types of data 
analysis, as much as it has the potential to point to areas of consistency when the same 
data is looked at in several ways.
This study could be said to display ecological validity in that participants were 
interviewed in their natural work setting in relation to questions about their experiences
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of carrying out clinical work with the help of interpreters. Contextual validity is more 
difficult to determine for this study, as no substantial empirical or qualitative research has 
been carried out in this topic area. There is anecdotal or descriptive evidence from the 
literature that echoes some the issues brought up by the participants in this study. 
Triangulation as a measure of validity was not adopted in this study due to the lack of 
other independent research sources in this field. It is hoped that the analysis carried out is 
able to demonstrate to the reader the rhetorical power and internal coherence of this 
study. Two interview transcripts have been provided in appendix D in order to allow the 
reader to audit the analysis presented in this study. The researcher has remained 
transparent and reflexive throughout this study. This research has generated new insights 
and questions for the researcher in thinking about the work with interpreters. The study 
has prompted new ways of understanding the participant’s co-worker relationship with 
the interpreter, and brought into sharper focus how the work of the participants is both 
difficult and modified when done through an interpreter. New areas for further 
consideration have also been generated from this research.
The qualitative methodology used in this study has enabled an in-depth analysis to be 
carried out on the interview transcripts, and has resulted in a rich description of 
participants’ work with interpreters. Qualitative authors have warned against producing 
analysis that is too influenced by the interpretations of the researcher, to the extent that 
the interpretations have little bearing on the data that is being presented (Burman and 
Parker, 1993; Burr, 1998; Parker, 1994). The interpretations made on the data were
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discussed in supervision, and the supervisor provided some level of independent audit, to 
keep the researcher’s interpretations grounded in the data.
4.5 Reflexivity
My particular understanding and interpretation of the interview material has influenced 
the analysis carried out in this research study. In the earlier stages of analysing the 
interview transcripts, I found it difficult to disentangle myself from the all too familiar 
accounts given by the participants about their work with interpreters, given my 
experience of having done the same work. The analysis has made me re-evaluate the 
processes involved in working with interpreters and has made me think about how to 
change my clinical practice so that interpreters are able to join me as co-workers. For 
example, I now sometimes make time to meet with an interpreter prior to offering an 
appointment to a family. This type of meeting prior to commencing the work has helped 
in getting to know the interpreter, to reach an agreement about our respective roles, and 
to create an opportunity to learn from the interpreter about what I need to take into 
account from a cultural perspective before I meet with a family for the first time.
The research has also made me think much more about my own bilingualism, and the 
dominance of English over Gujarati in my professional and social contexts. I have 
become increasingly conscious about most of my current lived experience being in the 
English language. I have become interested in what aspects of my culture have become 
subjugated as a result of this, and the impact of this is when I am working with Gujarati
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families. I have noticed that I am more likely to use English in my work with Gujarati 
families unless they are not fluent in it.
I was struck by how the service that the participants worked in operated on 
understanding service users primarily from an English language framework albeit 
through an interpreter. I became curious as to why none of the clinicians had attempted to 
learn one of the languages of their client group.
As a clinician I could identify with the types of difficulties experienced by the 
participants in their work with interpreters. As a researcher I tried to free myself of this 
familiarity of the accounts in order to see things from a new perspective that was not 
organised by my previous understanding of working in this area. I also thought about 
whether the accounts I had occasioned would have been different had the researcher been 
of a different gender or culture to me. At present I have no way of knowing how the 
participants’ accounts would have been different were this to have been the case.
Going through the process of analysing the transcripts allowed me to engage with the 
transcript material at an intimate level. This process allowed me to get a very good sense 
of the material from the participant’s perspective. The high level of familiarity with the 
material made it hard at other times to step back from the data, and develop a broader 
understanding of the material. Sometimes it was difficult to see the broader connections 
contained in the material until sufficient distance was achieved from the material.
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4.6 Limitations Of The Present Study
As the study was carried out in only one CAMHS service caution is needed with regard 
to the implications arising out of the analysis. The features noted in the analysis may have 
been particular to this service, and it is possible that clinicians working in other CAMHS 
services may be having different experiences of working with interpreters. The specific 
nuances of this work may vary across different service contexts (e.g. housing department, 
social services, adult mental health, courts). However, the salient mental health literature 
on working with interpreters, though sparse, does appear to reflect some of the 
problematic features of doing this work as described by the participants in this study.
The study had a small number of participants, and again caution is needed in making 
generalisations from this study. Whilst an idiographic approach facilitates greater depth 
in the data analysis by limiting the number of participants, this approach restricts the 
breadth of information that is often generated with a larger number of participants.
The researcher had previously worked in the same service and knew some of the 
participants. The accounts that the participants gave for the purposes of this study have 
inevitably been influenced by their prior relationship with the researcher. The extent to 
which this influenced the accounts that were given by the participants within the research 
interview is difficult to determine. The participants who were known to the researcher 
appeared to give more detailed accounts. It could be argued that responses generated for 
the research interview may have been different had participants not met the researcher 
prior to taking part in this study. There may be differences in the amount of investment
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that participants make in a research study, which may be influenced in part by their prior 
relationship with the researcher, or to the topic being researched.
The researcher had clinical experience of working with interpreters, and an interest in this 
area prior to carrying out this investigation. The extent to which this experience allowed 
the researcher to develop an analysis that contained greater understanding than may have 
been possible had the researcher had no prior knowledge or experience of this area, or 
whether this prior experience restricted the researcher to possible alternative 
understandings of the data, has to be borne in mind by the reader when judging the merits 
of this study.
4.7 Implications For Future Research
This research project highlighted several key areas that are associated with clinical work 
carried out with the help of an interpreter. Firstly, this project has brought up issues 
relating to the actual process of translation and the use of language. The process of 
translation has important clinical significance in working with interpreters in a mental 
health setting. One way this area can be researched could be through analysis of clinical 
interviews that are video taped. This type of data would allow for a more in-depth 
analysis to track the temporal sequences of dialogue, and could focus on the 
transformations of words or concepts through translation. Video material could be 
analysed in a number of ways depending on the research questions that are being 
examined. At the level of the process of communication, numerical data about the
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amount of time different people engage in a conversation, could be compared to videos of 
sessions carried out without an interpreter. The process of translation could be tracked in 
video material in greater depth, through observing or categorising the types of changes 
that are made to people’s comments. Changes in language that are identified could then 
be explored further as to what particular reason led to the change or transformation of a 
particular word or sentence. At a clinical level this type of research could be used by 
clinicians to have conversations with interpreters about how to develop a joint vocabulary 
for their work.
The co-worker relationship needs to be understood further as it may be having a greater 
impact on the quality of service provided to families than has been suggested in the 
current literature. The co-worker relationship may in fact form the basis of the level of 
engagement that is possible in the therapeutic relationship with the service user. The co­
worker and therapeutic relationships need to be understood from the perspective of the 
interpreter and the service user. This could be an area of further research. Interviews 
could be carried out with interpreters about their experience of working with clinicians. 
Likewise, families can be interviewed about their experience of attending a mental health 
service, and needing the help of an interpreter. These types of interviews can employ a 
qualitative methodology similar to that used in this study. A more sophisticated 
understanding of these relationships needs to be developed. At a local level, clinical 
audits may prove helpful in developing a resource base about the interpreters who are 
available to services. These may take the form of questionnaires in the service user’s first 
language, or short semi-structured interviews eliciting the service user’s views about their
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satisfaction with the service. A survey could identify the training needs of interpreters 
and clinicians and try to organise training to match this need.
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Date :
Signature:
179
APPENDIX C
Research Interview
Demographic Information
1. How many years have you been working since you qualified?
2. How would you describe your professional background?
3. How would you describe your main therapeutic style of working?
4. Which language would you say was your main one?
5. What other languages do you speak fluently?
6. How many families have you worked with on average where an interpreter has 
been used?
7. What area of work would you say that you specialise in?
8. Have you had any training in working with interpreters?
9. How did you find this training?
10. What kind of training would you find helpful in the future?
Language factors
1. Can you talk about ways in which you think language can have an impact on 
your understanding of the difficulties being experienced by families that you are 
working with?
2. Can you talk about how this has been when you have worked with an 
interpreter?
3. Can you talk about how language has played a part in your making clinical 
assessments with the help of an interpreter?
Therapeutic process
1. Can you comment on your experiences of carrying out therapy with the use of 
an interpreter? What do you think the experiences are for the interpreter and the 
family?
2. Can you draw out ways in which therapy has been different when done with an
interpreter and when you see families by yourself?
3. Can you think about ways in which the therapeutic relationships are impacted on
when the work is being done with an interpreter?
4. How has having an interpreter impacted in the process of therapy and your style 
of work?
5. What sorts of issues have come up in relation to power, gender and difference in
your work with interpreters?
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Family and interpreter
1. Can you talk about how you think the interpreter experiences their work in your 
service?. What sort of issues might come up for the interpreter?
2. Can you talk about how you think the family experience the work in your 
service? What sort of issues might come up for the family when seeing you with 
an interpreter?
Theory
1. Can you talk about what theoretical models you have drawn on when carrying 
out work with an interpreter? How are these helpful to your work?
2. How do your ideas compare with those of the families or interpreter’s about why 
their problems are there?
Other
Are there other questions or areas that you think I should have asked about? Anything
else?
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APPENDIX D: INTERVIEW 2
I The first set of questions are more demographic.
P2 OK.
I How would you describe you professional background?
P2 [laughs] Well clinical psychologist. Um. Having qualified a year and a half ago 
from (I) (..) Um. (..) Yeah, I haven’t really done any other work so, um.
I As a clinical psychologist?
P2 Yeah. I haven’t worked in any other field. Um.
I And you’ve been working one and a half years since you qualified?
P2 Yeah. That’s right.
I How would you describe your main therapeutic style of working?
P2 Probably eclectic [laughs]. Um. I think most of my work is with families, I mean
most of my work is with families so I don’t often work with children individually 
unless it’s within the context of having worked with their families, so I think 
inevitably a lot of systemic ideas come into that. Um but I think I also use quite a
lot of behavioural ideas and kind of, yes sometimes taking quite an advice giving
or expert type role as well.
I So would you say it’s family work which is largely behavioural or family work 
which is more family therapy?
P2 I wouldn’t really want to choose between the two, I think I kind of intertwine 
them, and I wouldn’t really say that I sat in either camp.
I So it’s more of an eclectic, drawing on both models?
P2 Yes, I think, I wouldn’t say I was a purist in that sense.
I And which language would you say was your main one?
P2 English.
I What other languages do you speak fluently?
P2 None.
I Had you learned any languages at school?
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P2 Yes, I did French at school until A level and my partner’s French so when I’m 
with his family we speak in French but otherwise we tend to speak in English. 
I’m certainly not fluent in French.
I So you can converse in both languages. How many families have you worked 
with on average where an interpreter has been used? Just as a rough guide.
P2 What do you mean on average? In my whole career? In...
I Well the last few months. Would you says it’s one family a month where an 
interpreter would be used?
P2 No, I’d say it was more than that. I would say one family a fortnight probably,
I At least once a fortnight.
P2 At least once a fortnight.
I That involves working with an interpreter.
P2 Yes, I would guess. I haven’t really thought it through. Yes, I would say once a 
fortnight.
I Is that mainly with a Bangladeshi interpreter or..
P2 [Interrupts] Yes
I or other interpreters?
P2 No, I’ve only ever worked with Bangladeshi interpreters.
I And are there areas of work you would say you specialise in? Is there a particular 
area of work where you might choose to define yourself in that way?
P2 (...) No I wouldn’t say I specialised in a particular area of work. I think my 
interests are in kind of parenting issues, but I guess that’s the same for a lot of 
people that work with children and families. I don’t think, um I’ve got (.),! don’t 
feel like there’s anything I specialise in as yet.
I That was as in somebody specialising in child abuse or specialising in..
P2 I think my particular type of problems, no I think I see kind of a range of families 
really. A range of problems.
I Have you had any training in working with interpreters?
P2 Um, what was covered in my clinical psychology training but nothing in addition 
to that.
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I So nothing at the workplace since then.
P2 No, I don’t think so.
I And if you imagine yourself on a training event, looking at working with
interpreters what sort of things might you want such training to involve or cover?
P2 (..) Um, I think it’s so dependant on your relationship with the interpreter really. 
Um it’s quite hard to kind of think about it hypothetically, I think it depends how 
much the interpreter’s involved in your service or interpreting work is involved in 
your service and how much it’s seen as separate. Because I think issues for me 
are how much do you kind of let the interpreter get on with it and use their own 
ideas almost kind of work as a co-therapist and how much do you strictly use 
them kind of as a person who translates.
I Like a hypothetical workshop.
P2 Well I think it would be useful to discuss those issues, kind of the pros and cons 
of how much is this person in the role of co-therapist and how much in the role of 
translator. Um (..) so it would be a workshop for myself as a practitioner working 
with interpreters. I guess, when I sort of started out working with interpreters, 
having not worked with interpreters before, I was very much thinking about how, 
just kind of practical things like how easy is it going to be to kind of speak 
directly to the family and look at the family when I’m talking in English and they 
clearly don’t understand what I’m saying and how much would I be looking at the 
interpreter and how much, how many sentences do I say at one time before they 
can interpret and things like how do you, if it feels like it’s going on for too long, 
how do you interrupt and how do you know when to interrupt and those sorts of 
practical things but I think that kind of, you kind of get over that over time and 
with experience. Um, what do I want? I think hearing interpreters experiences 
and what kind of sense they make of being in the role of interpreter would be 
quite insightful really and of what makes their job easier, what makes it harder 
and certainly the kind of capacity they can have as kind of cultural advisor as well 
if you like and kind of hearing more about somebody’s perspective of a particular 
culture would be useful. Nothing else really comes to me at the moment.
I Finding out something about using them as a kind of cultural resource or a 
cultural broker or some stuff on pragmatics. How you set up the session with 
them and how you would use them.
P2 Yes
I Before we talk more specifically about interpreters, I was also interested in just 
looking a little bit at language and really to invite you to talk and think about 
ways in which you think language has an impact on our understanding of peoples’ 
difficulties. Or how language plays a role in it.
P2 Well in information seeking it plays a very vital role. I find that if I ask more 
systemic type questions or less directive questions, so questions where I might
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kind of be I guess along kind of more the interventive kind of interviewing type 
style, it seems they’re much harder to translate and much harder to get an answer 
from that I can kind of make sense of in a way. But quite straightforward just 
simple information gathering questions so kind of language used in that sense, I 
think it seems to be easier for interpreters to translate and for you to kind of get 
your meaning across and to get an answer that kind of fits in with your framework 
again. Um (...) I think language is clearly vital [laughs] I think the difficulty if 
you’re working with somebody who doesn’t speak the same language as yourself 
is that you’re not quite sure what emotional, what affect is kind of connected to 
what words, um, um (..)
I If it was, work in the same language, what thoughts would you have then?
P2 Well I think, I think that choice of words gives you a lot of information and kind
of the style in which someone speaks can give you information, don’t know 
about, somebody’s education or (..) their background I guess. (...) and also, yeah, 
kind of some words, of kind of, are a lot richer or kind of strike up particular 
imagery or can be I guess, can be used as a metaphor really and they can be kind 
of really useful to grasp hold of, um, can’t think of an example to illustrate what 
I’m meaning but (...) I don’t know. Something that springs into mind is a family 
that I saw where they seemed to very kind of preoccupied with death really and 
the child was worried that she was going to get bowel cancer and there was a 
history of bowel cancer in the family and just on the way out the mother 
accidentally kicked the dustbin in the therapy room and she said ‘oh look, there I 
go I’ve kicked the bucket’, just so sort of just examples of like that, just really 
help you with your assessment really of kind of just how much some things can 
be on some people’s minds and so I guess phrases and sayings and things can be 
very descriptive and I think that often gets lost in trans.. (.), well I assume that 
gets lost in translation quite a lot.
I Can you say a bit more about why you said that.
P2 Why I said which bit?
I Why you assume that gets lost in the translation.
P2 Well I think, I think it’s very difficult unless you kind of tape record a session, or 
you have almost as long as a session afterwards to discuss it, to actually unpick 
kind of stage by stage kind of what went on (..) I think, I think those kind of 
things can get lost really because you’re busy conducting the interview or 
whatever and (..) I don’t know, I guess unless you remember to bring something 
up or the interpreter remembers to say at the end ‘oh this was a really interesting 
comment or something, I think it’s just easier to pass things like that by.
I So in the same language, you said in the example you picked up on the metaphor. 
That things might be lost somehow.
185
P2 Yes, maybe I’m not being very fair. But that does kind of make a connection 
with me straight away because it was the direct communication to me and it’s 
something that you know I kind of had a framework for and could make sense of 
and I think if that’s kind of going to another person then I think firstly metaphors 
and kind of sayings don’t really directly translate because they’re, they seem to 
come from a culture if you like, or (..) but also I think it’s, I don’t know, maybe 
the interpreter might not put the same importance on something as you might or 
that have different things that they think are important or I don’t know I just think 
that you know you then might go onto say something else and it would just kind 
of get a bit more, I think it’s easier for things to get lost perhaps.
I You also talked about, just a bit earlier before about assessments. If you could
say a little bit about your thoughts on how the interpreter and how that’s had an 
impact on your being able to make clinical assessments.
P2 Well absolutely vital if you don’t speak the same language obviously, um I think
having someone that can also give you the cultural context for what’s been said 
so if they kind of have that role within the interpreting role then you can make 
sense of things that much more easily. And I think, I guess you have to take more 
responsibility for sort of saying ‘oh what does that mean’ or ‘I don’t understand 
that bit’, or ‘what sense does the family make of that’, I think you have to, yes I 
think you have to make more effort in kind of trying to understand what’s been 
translated, um in terms of that particular family. Um, what else on assessment, 
um (.) so what was the actual question again?
I To say a little bit about how having an interpreter has an impact on your being
able to make clinical assessments.
P2 (...) I mean basically it just facilitates your capacity to do that really, firstly as I 
said because of the language thing and secondly because of the kind of the 
cultural interpretation. But it’s not the same as making an assessment directly 
yourself, it’s different.
I What’s different? Say a bit more about it.
P2 Well because, you’re, it doesn’t feel like you’re having the direct, you’re not 
having a direct conversation with somebody. I mean non-verbally you might be, 
you’re communicating and obviously verbally you are communicating but it’s 
through somebody and it’s, so you’re not getting the first hand experience of the 
words, or the feelings attached to the words, of kind of bits of um, I don’t know 
(.) the, I guess it’s something to do with the emphasis as well. Kind of which bits 
seem more important or less important. It’s harder to kind of pick out which bits 
they’ve ignored or which bits they’ve chosen to focus on and, um (...) I guess it 
feels like you’re a bit less in control as well. Yes I think that’s quite a strong 
thing actually, it’s harder to kind of respond to certain bits, especially if there’s 
kind of a large piece of dialogue at a time, you know that I guess if you were 
talking to someone with the same language as yourself and they sort of said 
something and you thought that was really interesting you might like, decide to 
interrupt there and then and kind of explore that and that conversation might take
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off, but if you get a whole bit of information at a time, through somebody else 
then it’s harder I think to kind of be a bit more opportunistic than picking up 
things that seem to be really important or interesting. Um (..) I think having the 
control over the interview is quite a big thing, um I noticed that families where 
I’m working with an interpreter are more likely to start talking when I’m talking 
or more likely to interrupt and I’ll often, like might ask something and it goes to 
the interpreter and then they’ll speak at great length and then the translation will 
come back and it’s been kind of, off the subject really, it’s been about something 
else and you know that’s gone on for a little while and I haven’t known whether I 
should interrupt or not interrupt or kind of try and find out what’s going on or not, 
and then you kind of find out it’s kind of gone off on a tangent that you weren’t 
really wanting it to go off on and you’ve got to kind of steer it back and it’s 
harder to be the one that’s in control I think, [laughs].
I I think we’re already touching quite a few things, already and maybe it’s kind of
continuing that a bit more, because I had a question on just being able to 
comment on the experience of carrying out therapy with an interpreter so you’re 
already highlighting some of the issues of assessment as not having as much 
control or as much available information to almost be able to interact in a more 
immediate way.
P2 Uhmyeah.
I If you can expand on that or if other things come to mind thinking about how 
your experience has been working with an interpreter.
P2 Well it’s certainly been very interesting, um I think one of the frustrations is the 
progress seems so much slower, it seems that anything that you might cover in a 
session in a family that speaks the same language as yourself might take three 
sessions to cover, in a family when you’re working with an interpreter and I think 
that kind of gives you, you know you’re negotiating through somebody else that 
your talking through somebody else, and often it’s not just translated but you 
know the interpreter might sort of say ‘are you meaning this or are you meaning 
that’ and the family might give an answer and the interpreter might have to kind 
of clarify with them what they’re actually meaning and just, there’s so much more 
that interferes, well not interferes but comes into kind of having a dialogue really. 
So it takes a long time, and I find that quite anxiety making sometimes. I feel like 
I want to cover this, this and this and I think this is an issue and this is an issue 
and you’re kind of arrived at that in your mind which is often the case with the 
family, you kind of feel you’ve arrived before it’s appropriate to kind of bring it 
in or kind of process it with the family but that’s just kind of so much more kind 
of expanded over time with a family that doesn’t speak the same language and 
that can be quite, I found that quite frustrating and anxiety making if you kind of 
feel like, I must cover this, this is an important issue. And it might, you know, it 
might take such a long time to get there. Um.
I What aspect of that is anxiety provoking?
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P2 Well I kind of, I suppose if you, I suppose that depends on the nature of the 
problem and why the family are there but if you kind of feel that you’re up against 
time or, you know, if the problem’s getting worse and worse or something’s near 
breaking point, you kind of feel that you, there’s quite a lot of things to move 
through and to cover or options to explore and it just feels that, it’s hard to kind 
of process all that in the time scale available, [laughs].
I Then be quite interested to think about that example, what would, what makes it 
different if there was another family also creating anxiety but speaking in English. 
What are the differences and what it is that becomes anxiety making.
P2 I think um, (..) I think the kind of, the pace of the therapy can be quicker, so you 
kind of might get your aims or kind of you might reach an outcome a bit more 
quickly. I don’t know if that’s the case but that’s kind of sometimes how it feels 
um...so yes, the problems might be of kind of looking at them objectively might 
be of equal anxiety um status you know but [laughs] um..
I Sounds interesting but again what differences are there in the two types of 
anxieties? And how they get arrived at.
P2 I think um...differences in the types of anxieties. I think it’s more to do with the
fact that you kind of think we could, you know, we could be talking about this 
and this could be really useful but, you know, when am I going to get to that point 
and when will the momentum that I feel kind of not be not be appropriate, you 
know, a few sessions down the line, will the time kind of have been missed or 
will the opportunity have been missed or um are we ever going to get to the point 
of being able to discuss this because it just seems to be taking so long to discuss 
other things um (...) and I guess it kind of relates to the control thing as well. If 
um (...) and it’s to do with your professional role and how much (...) and kind of 
what role you see yourself having as a therapist, I suppose but if you feel that 
there are certain things you need to cover with a family or certain things have 
struck you that you think need to be discussed or whatever um...it’s harder to 
actually put those on the agenda and if you kind of get a feel that you’ve lost 
control of the session it might take longer to put them on the agenda and, you 
know, the moment might have passed or it might never have been reached and 
you think there are important things that should be discussed.. Sorry, I think the 
anxiety’s more tied up with your role and you (.), it’s quite frustrating I think 
[laughs] kind of think this would be really useful and I want to discuss this and 
but, you know, we’re still on this because this needs to be talked about some 
more and, you know, they haven’t understood me quite and I haven’t understood 
them quite and the thing’s taking longer over things, I think.
I And are there differences which come to your mind in working with interpreters 
as opposed to not working with interpreters?
P2 (...) I think I think again examples don’t strike me but what I said a bit about 
before about the language that you use and I think a lot of therapy is about kind of 
subtle phrasing of things or phrasing of things in such a way that um implies 
something or gives a message or it’s not just a straightforward conversation and I
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think I know with one of the interpreters that that often really stumps them and 
they’re sort of saying, “Oh, what do you mean by that?” or, “are they going to 
answer this?” Or, and I kind of think I’ve formulated this really good comment or 
good question or something and to them it’s almost untranslatable or it doesn’t 
make sense to them or they know when they say it to the family it’s not going to 
make sense to them and they’re not going to get a useful answer back. So I think 
it’s um and I don’t know what that’s about. I don’t know if it’s about subtleties of 
a particular language that can’t be translated or whether it’s about rather strange 
therapeutic questions which unless you’ve had training in or exposure to seem 
rather weird and pointless or [laughs] quite what.
I You’re highlighting them on two levels, the more translatability of something and 
the other one about therapeutic questions, whether those in themselves are 
sometimes difficult regardless of language.
P2 Yes, you know I think they’re difficult for a lot of families like you say regardless 
of language but um. I think if they’ve got to be translated they become that much 
more difficult or they might not be able to be translatable, I don’t know...
I Can you think about ways in which the therapeutic relationships are impacted on 
where the work has been done through an interpreter? Can you say something 
about therapeutic relationships?
P2 Sometimes I feel I haven’t got the same kind of connection with the family if I’m 
not speaking language as them (.) and I think it struck me quite hard once when I 
was working with a Bangladeshi family and I was feeling kind of not very 
connected to them. I was kind of wondering how strong the kind of therapeutic 
relationship was really. And then one day this man spoke to me in English in the 
waiting room. I just can’t remember what he said, kind of a few words explaining 
the situation and I immediately just felt I understood him a lot more or there was, 
kind of, more of a bond. I don’t know really it just felt so different and really it 
was the same family, it just felt really different and I think I just I don’t really 
know what that was about but it really struck me that it felt there was more of a 
connection once we’d kind of actually spoken directly, we’d never really spoken 
directly to each other and um (..) it felt, it felt very different. But on the other 
hand I think kind of the non-verbal communication, and your kind of, connection 
that way can be stronger. I think with a lot o f , I think, (.), I don’t know (.), the 
Bangladeshi families there’s a lot, kind of eye contact at the end especially when 
you’re leaving the room and they’re often wanting to shake hands and um kind of 
really want to make a direct contact and acknowledge the fact that you’ve spent 
an hour together and it’s been useful or helpful or whatever and I think that feels 
quite different with families that speak the same language or whatever who rush 
out of the room or whatever [laughs] and this seems to be I don’t know if it’s to 
do with the Bangladeshi culture or whatever but it seems to be more of an effort 
to kind of make those kind of non-verbal connections so it feels a bit of a 
different kind of relationship, it kind of really, more distant in a way but in 
another way it’s kind of it’s like there’s more efforts in other ways to kind, it’s 
like there are more efforts to make some connection. Um...don’t know, um what 
was the question again [laughs] about differences and similarities about the
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relationship ... well I think it’s more than a just language thing, it’s a cultural 
thing as well really. It’s more than just not being able to communicate in the same 
language. It’s about trying to make connections with somebody who’s had a very 
different upbringing from yourself in a very different context, different 
circumstances, a different set of beliefs about things, so I think (.), the language 
part in a way is a small part of that.
I I wonder if you can follow that a bit more. How does that reflect back on the
relationship that you have (.) bearing in mind that there is an interpreter there?
P2 Um. (.). Well, I think I often find myself really struggling to understand
somebody’s perspective for example um (..) a. father of one of the boys I see is 
quite an elderly Bangladeshi man. He’s got very fixed ideas about his sons. He’s 
got a particular medical condition. He’s got very fixed ideas about that and about 
his son’s future and about how his son should be looked after and I think partly 
religious and partly cultural and they’re very different from my ideas and kind of 
kind of trying to bridge those opposite kind of opinions really is quite difficult 
and I think having an interpreter who can really well I think it can just help make 
sense of why you might feel frustrated or why you might kind of be feeling so 
different and they might just sort of say, well this man’s clearly an extremely 
religious man and the penny drops a bit more and I think it’s kind of making 
sense of helping to make sense of your differences, I think perhaps.
I And how does that reconnect back to the therapeutic relationship?
P2 Well I think it helps you um helps you develop their perspective and their kind of 
empathy and um (.), allows you to perhaps put into words or to name some of the 
differences or think about some of the differences.
I Something like an interpreter helping to develop maybe a context to understand 
some of the information about the family or might lead you to feel more 
connected.
P2 I think the interpreters in our service are, kind of, a real bridge really (.) or that’s 
often how it feels a foot in both camps really because they’ve been working I 
guess essentially in a kind of white western kind of psychiatric service and, yes, 
they’re from, you know, the Bangladeshi culture and so I think they’re very good 
at being able to take both people’s perspective and help you kind of understand 
somebody else’s perspective and can (.) are very skilled at knowing how to talk to 
you about that that makes sense to you as well. I think cause they’re kind of in 
both of these places really.
I Thinking about the process of therapy and your style of work, how does having 
an interpreter impact on the process of therapy or your style of work?
P2 I don’t know if it’s about having an interpreter per se but I think I’m probably 
more directive and more, kind of, taking an expert position with the Bangladeshi 
families that I work with. I think that’s partly because it seems to me that that’s 
very much what their expectations are when they come along to our service and 
that’s kind of what they’re wanting. They’re wanting specific advice ...um so I
190
think that’s partly a function of that. I think it’s partly related to when you’re 
having something translated and so on um. It’s kind of simpler in a way as well. 
Um.
I What becomes simpler?
P2 I think the questions or the kind of things you might say if you were put in an 
expert position, the questions you might ask or the sentences that you construct 
could be simpler, less complicated... um. I think it’s more of a function of, from 
my experience so far, what a lot of Bangladeshi families have been wanting.
I Would you say thinking becomes simpler?
P2 Pardon?
I Does the thinking become simpler?
P2 I don’t know if the thinking becomes simpler. I think. I think possibly. I think the 
formulations or understandings... It’s an interesting question because I guess if 
you’re asking more straightforward questions in the way that you formulate 
something is different but um I would say that formulations or ways of thinking 
about things aren’t that different but the kind of way you choose to intervene, the 
intervention is perhaps different...! don’t know. I’m just really basing this on a 
couple of families that I’ve seen most recently and cause that’s what’s come into 
my mind at the moment so I think if I thought systematically with all my contact 
with the Bangladeshi families I’m not sure if I’d be saying this but um certainly I 
saw a family this week and I saw a Bangladeshi family, two different families last 
week and I certainly was taking this kind of more, kind of, expert advice-giving 
role.
I It has perhaps impacted on the interventions. Could you track that a little bit 
more. What happens to the interventions when you’re working with an 
interpreter?
P2 (...) Well I guess it’s...I guess it’s a bit less about making links within the family
or making links with past experiences and more about um, making suggestions 
sometimes about practical things like getting in contact with different services 
maybe about kind of more the behavioural programme type, type thing um I’m 
not really sure if I’m being fair. I think I’ve attempted, kind of the making-links 
type of approach um and I guess I’ve wondered how successful it’s been really 
but I don’t know if that’s (.), I think that’s partly about working with an 
interpreter but as I say I think it’s partly to do with kind of cultural expectations.
I Thinking a little bit differently what sort of issues have come up in relation to
power, gender and difference when you are working with an interpreter? Quite 
specifically when working with an interpreter whether issues have come up in 
relation to power, gender and difference.
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P2 Yes, they certainly have come up [laughs] It feels very different when I’m 
working with a young Bangladeshi female interpreter than it does when I’m 
working with an older Bangladeshi male interpreter. Um...I think the gender 
differences are quite striking really and also the generational differences and I 
think it makes a difference in how in the extent to which I sometimes to a bit of 
an extent it feels like I have um an impact on the control I have over the session 
(.) um, and I think it certainly has an impact on the families. I think there’s a very 
different dynamic with a young woman acting as an interpreter than an older 
male. Um.
I You touched on three important areas. One, the dynamic of the family, one
around generational aspects. It just has a very different feel. Maybe we can look 
at each a bit more in turn.
P2 Um. Well. I think with an older male interpreter, might I imagine, I don’t know, I 
imagine that um.. that perhaps um (..) perhaps in a culture where elders have 
more respect or kind of being old carries a lot of value in terms of kind of wisdom 
and so on, I think it engenders more of a kind of an attitude of coming for advice 
and kind of expert opinion in the family and I think what you can say if you’re 
taking an expert or advice-giving role can be said with a bit more kind of impact 
or authority um (.) I. think it depends on the family, and the problem and it just 
feels so important sometimes to have a woman who might have a kind of slightly 
softer approach or who might um who might be able to make particularly good 
connection with female members of the family or if a lot of the issues being 
raised are to do with women’s issues. I don’t know, if it’s um issues that could be 
sensitive in, and related to being a woman, like abuse or kind of adolescent 
female issues um (...) I don’t know um (.) I think it’s useful to think about the 
family and to kind of think about the problem um and to think about what kind of 
interpreter in terms of gender, age and so on would be important. Um.
I I’m not sure what you meant by how it changes the dynamic as well. What is the
process of the dynamic with the family.
P2 Well, I think the idea of the family perhaps being a bit less powerful, having less
power when they’re coming to see myself with an older male interpreter, it kind 
of feels like there’s maybe a greater power imbalance than there would be if they 
were coming to see two young females. Um.
I In what way? How do you think that works?
P2 What do you mean? What results does that have?
I I was just curious about what it is that the other person ,who’s older somehow
holds greater respect cos’ that somehow maps onto..
P2 I think holds greater respect with some families or with some types of problem, 
not all, yeah, sorry..
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I No, I was just thinking about what you said about power, whether with the male 
interpreter families might experience any less power, I was wondering if there 
might be times when they experience more power with the older man or less 
power with the younger female interpreter?
P2 Um(...) I think, I don’t know, if a family is (.) I don’t know, I think it’s so 
dependent on the family and the problem it’s a bit hard to I’m finding it a bit hard 
to talk about it hypothetically but for instance, it depends so much on the 
personality of the individual interpreter as well but I think for instance it might be 
easier possibly to engage a somewhat reluctant family with somebody who’s 
perhaps (..) no, I don’t think that’s true either, well I think, I just thinks it’s 
different. Some families respond to a younger female who might be less 
threatening but who’s very charming and sympathetic and so on and for other 
families the fact that there’s an older male and I understand that being older and 
being male is particularly valued in the Bangladeshi culture and it might sell the 
service a bit more, I think it depends, I don’t know, I think you can perhaps 
capitalise on the kind of different things, you might want to capitalise on the 
authority of the older male or capitalise on the way that a younger female might 
empower the women in the family more or whatever.
I It’s an interesting question. Can you talk a little bit about how you think the 
interpreter experiences their work in your service.
P2 Um very demanding, far too many cases and not enough time, possibly quite 
isolating in that there’s kind of not a proper career structure, there’s not a um not 
proper (...) it kind of seems a bit haphazard how service (.) the interpreting 
service and our service has (.) has developed and I think because there’s not that 
kind of structure and framework, there’s kind of as far as I know they haven’t got 
particular people that they’re accountable to or can go to if they’ve got problems. 
I think that can be quite isolating and quite (.) contributes to a feeling of not really 
being part of things that are not being important in the service, not paid enough, 
they don’t do enough hours and [laughs]. It generally kind of feels a bit like 
they’re not fully integrated in the service and I think we’re (.) most of the people 
in the service have got very clear career structures, very clear (.) who they’re 
accountable to, what meetings they should go to, what kind of power they’ve got, 
what responsibilities they’ve got and I think it’s a lot more muddled for the 
interpreter. It’s a them and us situation so I think they find it quite interesting. I 
think they find it very interesting work and I think that they get very involved in 
it. I think one of the problems is because they’re kind of in this middle position, 
they have to take so much of the flak, and the emotion, all the difficult kinds of 
feelings from the families and they don’t get passed onto you in the translation. 
They’re at the coal face more of it if you like, [laughs]
I Can you talk about how you think the families experience the work in this 
service? The work that you do.
P2 What families that work with the interpreter? Um (...) it’s interesting. I’m finding 
this a lot harder to talk about. Um...Well, I think it can’t really be taken out of the 
context of the kind of how mental health services and the Child & Family
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Consultation Service are kind of rather mystical, strange kind of [laughs], strange 
kind of set-ups really and I don’t know, I think my impression is and I might be 
very wrong, that people kind of are quite accepting and people are um...kind of 
quite compliant and obedient, if you like, it doesn’t sound a very nice way of 
describing people but I think if a GP suggests you go along to a particular service 
then, you know, they’ll come and they’ll be very good at keeping appointments 
and saying, yes, I’d like more help and things like that. I don’t know how much 
understanding there is about what the service is actually for and um...and I don’t 
know if we do a very good job in helping them to understand that either um (..) so 
I think the work is probably with that kind of backdrop really and with that kind 
of context um...I don’t know...I imagine they find it quite frustrating that they 
can’t just say, you know everything’s got to be done through somebody else and I 
think it’s very complicated when the children who often speak English and they 
can’t (.) the parents can’t ,and how difficult that must be sometimes and how (..) 
um it must feel isolating really when you might be having a conversation with a 
child and you kind of try to get each stage of it translated but sometimes that just 
doesn’t happen and it feels quite unnatural for that to happen or it doesn’t seem 
appropriate or whatever so you might be having a conversation with a child in 
English and then I’ve done this before, had a kind of synopsis of the conversation 
translated and it doesn’t feel satisfactory, it kind of feels like to actually, you 
know, it was actually quite helpful for your relationship with the child to, kind of, 
have this conversation and that must feel very isolating for parents, um...I guess, 
in a cultural way, parents are quite powerful, it must be quite disempowering 
really um...I think it must feel quite mysterious really [laughs.]
I I was thinking about what you were saying earlier, looking at the theoretical 
model, are there particular models that you feel you can draw on, working with 
interpreters or particular kind of frameworks which you find helpful in your 
work?
P2 I think it depends on the personality of the interpreter as much as anything else 
um...I think with one of the interpreters more a kind of counselling, supportive, 
kind of, making-links making-sense kind of approach comes more readily 
because that’s more naturally her kind of style, if you like, whereas with the other 
interpreter perhaps kind of having much clearer ideas about this is the way things 
happen or work or this is the way things shouldn’t happen or work and you know 
perhaps having more naturally advice-giving role um (..) kind of feels if you’re 
working with somebody then you know then those kind of things need to be taken 
into consideration as well so I think perhaps interventions can be influenced by 
that as well.
I In terms of your own thinking about working with interpreters is there a model 
you can draw on as useable?
P2 Oh, I see. (..) I think um (..) a kind of systemic model, I guess that they (.), I think 
you can see them as part of the system in which you’re working and I guess if you 
are seeing them more as a kind of co-therapist then they have a slightly different 
position in that system than if you’re, kind of seeing them as an interpreter or 
cultural advisor who is somewhat separate, so I think it depends on the particular
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kind of work you’re doing with the family, I guess, (...) I guess systemic thinking 
really um (..) well, a bit of everything really, when you kind of think about the 
dynamics of relationships and your kind of more Psychodynamic kind of thinking 
can be quite useful in terms of um. (.) I guess when you’re kind of thinking of 
transference and counter-transference issues um (..) nothing really springs to 
mind in kind of a concrete way.
I Are there things we should have talked about but we haven’t covered like 
anything important I should have covered?
P2 About working with interpreters generally? (...) I’m sure I’ll think of something 
afterwards though [laughs] (...) I think people are beginning to take , kind of the 
role more seriously and I know there’s an Interpreters’ Workshop coming up 
soon, I’m not quite sure, I haven’t been part of setting it up, I’m not sure what the 
aims of it are but I think it’s more like a morning where the interpreters have got 
more of a chance to kind of think about the service they provide and kind of feed 
back what their kind of experiences are and things like that. Um it kind of feels 
like it’s becoming a bit more kind of high profile which is good (.) really good. 
Um (..) I guess there’s training issues for interpreters, we haven’t covered that 
and (.) I guess it depends what kind of (.) what service you’re in but I think the 
more experience the interpreter’s got beforehand but sometimes I think it would 
be useful from a training perspective for someone to may be have gone on a 
counselling course or um...I don’t (..) it’s never come up as an issue for the 
people that I’ve worked with but, you know, kind of things like note keeping and 
confidentiality. I guess I do worry about the kind of training that people have had 
although interpreters here are absolutely excellent. I kind of think it needs to be 
taken a bit more seriously by the service and perhaps better training provided and 
( . . . )  um (..) so I think things like, even if it’s a brief counselling course or 
something like that could be really useful um (...) I don’t know, no I can’t think of 
anything else [laughs.]
I Just for completeness, can I ask how old you are?
P2 Twenty eight, [laughs] O K .
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APPENDIX D: INTERVIEW 9
I Just some general questions to start with and before we talk about more 
specifically about interpreters.
P9 OK.
I How many years have you been working since you qualified?
P9 Um (..) well I qualified in ’82, so whatever that is, yes since 1982.
I And how would you describe your professional background? What would you 
call yourself?
P9 Um, (..) I’d call myself a psychiatric nurse who works in child and adolescent 
mental health. Um Yeh, is that all right? [laughs]
I And how would you describe your main style of working? If there was one 
model you largely use.
P9 Yes, I work largely with families and I would usually do family interviews.
I Would that be a general approach working with families or would you say it was 
behavioural with families or family therapy?
P9 It would be more family therapy with families.
I And which language would you say was your main one?
P9 English
I And do you speak any other languages?
P9 No
I Just as a rough idea on average, how many families would you say you work with 
in a week or a month where an interpreter is part of that work?
P9 Um (...) probably two a month.
I And would you say you specialise in any particular area of work? A special 
interest. Some people..
P9 For example an interest in eating disorders. Um, no not really. Well yeh you 
know, no, I don’t really have a special interest no.
I And have you done any training in working with interpreters?
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P9 No
I If you could imagine being on a training day..
P9 yes
I what sort of things would you want on it, and what sort of things would you want 
to get out of it? If such training was available.
P9 Yes, that’s interesting. Um, I think off the top of my head, I think practical things 
really. Like I take for granted that, I take for granted who I speak to but I’ve 
never been told who I should speak to in terms of when I’m with a family and an 
interpreter I usually speak to the family and then the interpreter will interpret, I 
wouldn’t usually speak to the interpreter. But I’m just taking it for granted that 
that’s how it should be done. So in fact because I’ve never been told anything, 
(..) so I suppose (.) some sort of practical things.
I Some stuff around how you might develop practice..
P9 yes
I the ways, might kind of (..), what things you might think about..
P9 yes
I in relation to interpreters..
P9 yes
I would there be anything else you’d like to be on a course?
P9 Um (...) yes, I think about (..) how you (..) include them in the therapeutic 
process, so that, (..) someone once told me that instead of talking about, what was 
it, working, oh, using an interpreter, they actually work with an interpreter. And 
that has quite a different, you know, that’s quite different really..
I Uhm
P9 and I suppose, yes I suppose something about you know breaking it down really. 
I think most of us work with it, well I work with interpreters because I needed to. 
So the first time I did it, I didn’t give it much thought. It was, the interpreter was 
a tool.
I uhm
P9 And actually, you know, many years down the line I think about it quite 
differently. And I think if there was training it would be about breaking that 
down really, thinking about what an interpreter is there for and (..)
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I So that would be something about spending part of that time thinking about roles 
or..
P9 Yes roles, yes, yes. Roles, um both of our understanding, training, (..) yes, much 
more of a co-therapist you know, we’re doing something together rather than me 
using someone.
I So the day might be more about the practical focus and how you might work 
together with..
P9 yes
I interpreters.
P9 Yes.
I And can I ask you how old you are?
P9 Yes, I got this wrong a few days ago, um 39. [laughs]
I Thinking a little bit more about the work with interpreters,
P9 yes
I I was just wondering if you could comment on your experience of the work that
you have done when an interpreter has been there. Some of your reflections of 
the work,
P9 Um, you mean over the whole period of time that I’ve worked with interpreters?
I Uhm, your kind of general reflections on how you found that work.
P9 OK (..) well yes suppose (..), I mean sometimes I’ve felt like it’s been very. I’ve
felt very privileged OK, sometimes I’ve felt like I’ve been entering a world that I 
wasn’t, I couldn’t enter without an interpreter. So, and that I think is particularly 
when I’m working with women on their own, perhaps when there’s been some 
sort of violence. And because I can only communicate through an interpreter, it’s 
felt like a very sort of privileged position. And then other times I’ve felt very 
unhappy with the relationship with an interpreter because I haven’t, I haven’t felt 
I’ve known the interpreter very well and I haven’t always been clear about 
whether they’ve been interpreting how (.) what I’ve actually been saying. So I’ve 
felt quite unhappy about the way my work is going with the interpreter. And then 
more recently, I think because I’ve been thinking about working with interpreters 
more. I’ve been thinking about how we can be more collaborative together really, 
and that (.) how I can achieve that.
I yes
P9 Yes, does that make sense?
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I Yes. You were saying earlier about being privileged..
P9 yes
I in terms of being privileged to get entry into the clients world..
P9 yes
I which you might not have done if you hadn’t..
P9 yes
I worked with an interpreter, and I was just curious about if you could say a little 
bit more about that..
P9 yes
I and what it is that made that entry possible.
P9 Yes, you see I don’t, I think it’s not just language, it’s also culture, so you know, 
if I didn’t have an interpreter I wouldn’t be working with this family or this 
woman because she can’t speak English and I can’t speak her language. So (.), 
And I suppose then it’s that coupled with the nature of what she’s telling me, so 
she’s telling me something about violence that occurred privately that nobody 
knew about, and maybe I would feel just as privileged if I was working with a 
family where we could talk. But because you have to take this extra step, of 
taking someone along to translate for you, it felt more private somehow. I think, I 
mean maybe it’s because I imagine, I mean this is an assumption, that it is more 
private, I don’t whether I’m making sense now but it’s like, I think, (..) yes, I 
think it is that, I think it’s that (..) I think it’s assumptions around culture as well. 
So, I make certain assumptions when I’m working with a white family because I 
can speak the language so you get to the point quicker. And if I’m working with 
an interpreter, I’m asking different sorts of questions and I might take longer to 
get somewhere, I don’t know, maybe that doesn’t address the privalageness but 
that’s certainly what I’ve felt. I’ve felt that the person was sharing something very 
private with me.
I Its also interesting because in some ways it’s less private than a one-to-one..
P9 yes, yes that’s true
I it’s different to.
P9 I felt privileged because I was a white person actually I think. I felt like she might 
have told the interpreter, they might discuss it, but they were somehow letting me 
in. Even though I had initiated the conversation. Um yeh.
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I Was there an assumption that somehow the interpreter and the client wouldn’t 
have given you access to that.
P9 Yes, maybe, I don’t know, or, I don’t know. Um, they didn’t have to yes. Or 
maybe it isn’t that actually. Maybe it’s something about, that sometimes when 
you ask a question there is quite a lot of conversation between the interpreter and 
the client and then they actually give you back a smaller bit of information. So 
maybe it’s that they’ve given you this smaller bit of information and you’re 
somehow feeling grateful for it. I don’t know actually, it could be that as well. 
Because I think the other bit of working with interpreters is that, and I have 
wondered this recently as well, that whether you’re more of a facilitator and 
actually they would rather speak to the interpreter than you. So they sometimes 
have quite long conversations and I’m put on the sidelines really. Even though it 
was me that facilitated it. Um.
I Would you say that’s almost a kind of side effect of communication needing to 
occur before you can b synthesised or is it something more than that which is the 
sense I get of you saying well may be there is more that’s gone on that a short 
summary might give you access to. Or is it kind of pragmatics of giving enough 
to..
P9 Yes, yes, they can pass back something
I pass on something.
P9 Yes I think there is that to it. I think I think that more now. I think years ago I 
would have thought I’d felt quite frustrated like they were keeping things from 
me. But I don’t feel that now, I feel that you ask questions and the interpreter 
interprets it, and I think it would be very false for them to come back and say 
immediately, they haven’t quite understood the question. Rather than you know, 
elaborate it themselves slightly. Because I think that’s about respecting that they 
are able to do that I think. If you expect them to come back and just give you 
everything, and always go through you, it’s not very collaborative or, you know, 
giving them any sort of credit for having skills themselves. So I think it is more 
that they have to have some conversation before they can come up with 
something to give, to give you back really.
I And if you are able to draw out may be how your work with interpreters at some
times different to if you were just directly communicating with families, I’m 
interested in what things you would see as different.
P9 I think one of the main things for me is the pace is very different. I think it slows 
things down. Which I don’t actually see as a bad thing (.), but I think that it 
certainly changes things. (...) Yes, so I might think a lot about the answers that I 
get. You haven’t got the flow. You haven’t got, you know, I mean you miss out 
on things obviously on (..), sort of intonation and the sort of, what people, their 
tone is about, I don’t know what their tone is saying sometimes, except if it’s very 
demonstrative, angry or crying or, but (..) yes I suppose you miss out on things 
but also the pace is (..) I mean you may miss out on things or you, maybe that’s 
why the pace is slower because I will check things out more. So instead of
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knowing that someone sounds a bit upset, I might check out more rather that just 
getting it first hand from them.
I So it kind of feels slower partly because communication takes longer, maybe 
you’re kind of also using that to check things out,
P9 yes
I and get more clarification.
P9 yes
I So you’re not making the same assumption in a one-to one conversation, where
you might just carry on the conversation. Are there other ways in which you’ve 
noticed differences?
P9 Um, (...) well I think, there’s a cultural difference so that we may talk about
different things. And (...) I think that surprises me. I’m not sure why it surprises 
me so much but it does so that, you know, I might talk about religion, whereas I 
might not, in fact I rarely do with other families. The sessions are, I may do more 
home visits because of different reasons but, so the sessions may be interspersed 
with other things, like having refreshments or whatever it is, you know, it may 
have a different style to it. (.) Yeh. And then I suppose also, always doing a 
session with someone else, you never do it on your own, I mean that has, you 
know, pluses and gains, losses and gains really, yes.
I Looking a little bit about the impact on the therapeutic relationship, when 
working with an interpreter, what sort of thoughts do you have, about how having 
an interpreter as part of your work has an impact on therapeutic relationships.
P9 Yes, (...) well I think sometimes it can be very difficult, so I have had experiences 
where, and it’s usually when I haven’t been happy with the interpreter for 
different reasons, they have found, so they have found the questions I’ve asked 
difficult. And it may be that we just haven’t spent long enough on our 
relationship or it may be that actually we come from completely different points 
or positions and so even if we did spend quite a long time, it wasn’t going to 
somehow work for different reasons. But that I haven’t felt that the therapeutic 
relationship has, um, well I don’t know if it’s the therapeutic relationship or my 
therapeutic input has had the desired effect because of the interpreter’s 
relationship with mine so that maybe, I mean for example, so they may have 
laughed at something that I thought was very serious. So then I think it’s been 
very difficult.
I Is that the interpreter?
P9 Yes
I So what do you make of that? I mean you were talking quite a bit about the 
relationship between yourself and the interpreter at the moment.
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P9 Well at the time, and I still think about it now, I did actually spend quite a lot of 
time with that interpreter trying to sort of...I think actually now, this person 
wasn’t actually employed as an interpreter so maybe that is the difference. I don’t 
know actually. They were employed as a parent adviser but quite often parent 
advisers are used as interpreters. So, but I don’t know what it was about, I don’t 
know why it happened. But it happened on I think two occasions and I suppose 
my understanding was that they found it difficult. And I didn’t go into it much 
further than that. But I will change working with them. So I dealt with it in a 
way I suppose.
I So you don’t use that person anymore?
P9 No.
I What about the therapeutic relationship with the family?
P9 Yes Um (...) I didn’t address that actual issue with them because I think I found it
too difficult myself really. And I didn’t address, I mean the parent adviser had a 
role with them anyway, and I, but it, in this particular family it worked as it was 
quite natural. There was actually a reason why I could change interpreters so it 
didn’t seem in some sense that I was saying I’m not working with this person 
anymore, that they couldn’t make quite a few appointments and also I wanted to 
work with a man because the father was also coming into the sessions and it felt 
better, so I had a natural way that I could stop using them. I don’t know what it 
did, (..) I suppose, I imagine that because I didn’t like what she did, I imagined 
that they didn’t either. And also a bit of me thought they didn’t even notice and it 
was all very much me thinking, making assumptions about it.
I Might it have been a subject which was uncomfortable for the interpreter?
P9 Pardon
I Might it have been a subject that was uncomfortable?
P9 Yes, I mean that’s what I had thought that it was and that the laughter was
nervous laughter and, but I didn’t quite know how to deal with that I think.
I Moving away from that particular incident..
P9 yes
I thinking about other families..
P9 yes
I in terms of the therapeutic relationships.
P9 Yes, I think, I suppose I think I was going to say it’s enhanced it but I don’t know
why particularly. But I mean I haven’t felt that it’s... I mean if I think of the
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therapeutic relationship as being something that can be close, a relationship that 
can be a close relationship, and that can also affect change, (..) I feel that working 
with an interpreter you know hasn’t change that, I think it’s been OK really. I 
mean I think the families that I’ve worked with, and I’m talking about one main 
family really mainly, the change was slow, but I couldn’t say that that was 
because there was an interpreter or because there wasn’t, you know, I would have 
thought the change would have been slow whatever the circumstances, I mean 
whether they were English speaking or not. Because the problem is in fact a 
chronic one. And I think it’s been similar to having a co-worker in some sense, it 
hasn’t, you know, I think, the therapeutic relationship has been good.
I Uhm
P9 I don’t know if that’s going to answer your question.
I Just a sense when there’s an interpreter, you feel as connected to the family or 
less connected or..
P9 No, I felt connected, very much so. In fact even with the other interpreter I felt 
connected enough that I didn’t like what was you know, I felt uncomfortable. So 
I felt very connected to the family always really. I think sometimes more recently 
I have felt (..) yes. I’ve felt that they have wanted to talk to the interpreter and in 
some senses, you know, there’s been a small bit of me that has felt slightly 
pushed out. But that would be no different to if I worked with a co-therapist, and 
the family was particularly attached to the other therapist or something. So I’ve 
looked at it like that, not, I haven’t felt less connected to the family. I thought it 
was something that, in that particular session needed to happen or um, you know.
I How do you think having an interpreter has had an impact on the process of
therapy or your style of work?
P9 Yes, (...) I don’t know, I don’t really. It’s quite difficult I think because I think 
being on the course that I’m on at the moment has affected my style and the 
process really so I’m not sure how I can, you know, take that away from working 
with an interpreter, but certainly I think much more about talking about the 
culture and talking about working with an interpreter with the family. So I 
would, you know, for example recently the interpreter said something to the 
family like, the mother, ‘you know, come on, you must be strong and not cry’, 
that wasn’t what I said, they said, and I was able to say ‘well, you may say that 
but I may say it’s quite good to cry. So I sort of used, I mean I think. I’ve been 
thinking much more about talking about our different positions really (..) but I 
think that comes from the course.
I So you might be able to position yourself differently now than you might have 
been.
P9 Yes, definitely, yes.
I What do you think you’d have done if that had happened two years ago?
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P9 Oh, good question, I mean I would have, I think I’d have felt (..) I’d have felt 
irritated. I probably would have, I’d have felt like, you know, he had no right to 
say something other than what I say. I mean maybe we’re going back three or 
four years but, I would have felt that I wasn’t in control. I may not have even 
talked to him about it afterwards. I wouldn’t have liked it. I would have been 
worried about what it would have done to the family. I would have, you know.
I What do you think the difference are now, if you go three or four years back, 
working with a model that somehow you had to be more in charge and the 
interpreter was really a translator, that’s what they are there for. It seems now 
you’re thinking much more about the interpreter as part of the overall work and 
not just as a straightforward mouth piece. Thinking about those two different 
positions a little bit more.
P9 Yes, what do I think about those two different positions, is that what..
I your reflections
P9 yes,
I What might have been different then or what’s happened now.
P9 Well I think then, You know I think I feel a lot more confident in my own 
abilities now, working or beginning to work with people from different cultures. 
And so, because of my lacking in confidence then, that led me to want to be more 
in control and use him just as a translator, and not value that actually they have 
some experience themselves. I think where I am now makes the work much more 
exciting because I’m much more collaborative because you’re pooling all your 
resources really, rather than having them all to be located in me. And feeling like 
I don’t know what I’m doing. I mean it’s a much better position to be in. And 
I’m sure the family benefit from that because from this exchange between the 
interpreter and I, you know it’s very useful for the family, they enjoyed it, it was 
quite humorous, it was quite containing, it was giving two positions, you know 
you could take your pick, you could have a bit of both, you know, it was much 
better.
I If you can say a little bit about how you think the interpreter has experienced the 
work in your service.
P9 Yes, I don’t know to be honest (...) I don’t know really, that’s a difficult question 
I think. And it’s one I do think about actually because I think it’s very similar to 
being a white therapist going into a family of a different culture (.) who need a 
translator, who need an interpreter. And I think there is sort of power issues and 
things like that. And I suppose how I have found the interpreters I’ve worked 
with that they have been incredibly generous in their praise of me, you know, they 
commented on how they like working with me, things like that. And I never 
really know what that means. I haven’t thought that it means they don’t like
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working with me, but I have wondered what it means really. You know, Um 
(...) yes.
I What do you think the interpreter would say to it?
P9 [laughs] I don’t know really. (...) I mean some of the interpreters I’ve worked
with, you know, we’ve got on. I mean I (.) we’ve got on at a very familiar sort of 
level, especially the women interpreters, so we talk about our children and where 
we live and things like that. And then with all the interpreters we also, we always 
talk about the family. And I suppose in some senses most of the families are in 
pretty awful situations, perhaps more so than some of the other families because 
they have terrible housing conditions and (..), as well and it’s very complicated, 
they’ve seen the bottom of the pile in society, so we come together, the
interpreters and me, feeling quite a lot of compassion for them. Um (...)
I How to know where the interpreter stands. According to whether, have a better 
sense of whether they like their job or not.
P9 I think it’s because, (..) well I don’t (.), we don’t have an interpreter who’s based 
in our team so I don’t, I only come into contact with an interpreter to go and see a 
family. So I don’t have sort of more relaxed conversations between families with 
them about them and me, you know, about how it was this morning or how I feel 
so and so in the team was picking on me or whatever it is. I don’t have that, I 
have a sort of relationship where I book them in to work with me and that’s a 
different sort of experience in terms of our relationship. Um yeh.
I In the same vein, how do you think the families experience the service with an 
interpreter?
P9 Um (...) I think, Um (..) I think they probably like it. Certainly I think that, I think 
that most of the families that I work with, with an interpreter, I feel that I have 
quite a good relationship with the family and I try to be respectful and they are 
certainly very respectful to me. But I think I can see that they like the interpreter. 
You know, one interpreter that I work with, they often, well they’ve told me that 
he’s like a brother to them and often in what they say they will say, ‘look brother, 
blah blah blah’, you know, so they really think they’re quite important. And the 
women as well I think they’re, they like them. I presume from that they think it’s 
quite important, you know, it’s quite a good thing that we have interpreters that 
come with us.
I Now then touching on issues around maybe power and gender. I’m just 
wondering what thoughts you have about power and gender differences in 
relation to working with interpreters.
P9 From my point of view?
I Yes, your perspective.
P9 Yes, not the family though but the therapist. (...) well I suppose (..) I think it’s 
been quite a good experience for me to work with a male interpreter because I
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haven’t done that I think. But then I think, I think actually, this is going to sound 
terrible, but I think it made me, well I was going to say I think it made me more 
respectful of the interpreters, because I think the women I had worked with before 
were (..) again in a very (...) I don’t what it was really, it wasn’t that I didn’t work 
well with them or anything, but I think the women that I’ve worked with 
interpreting were the parent advisors mainly and they never talked very much 
about the sort of cultural aspect of the families we were visiting whereas the male 
interpreter that we have did really. And we talked quite knowledgeably about, or 
asked questions that made me think Different (..) more, like he would ask you 
know, whether the family we were visiting were educated. He seemed to talk 
more about the family and when I was thinking about saying this just now, I 
thought it was because he was a man. I’m actually not sure about that. I think 
it’s maybe because our service actually employed some interpreters, because I 
was also thinking of the woman interpreter that we’ve also employed. It just 
somehow it (.) gave them more status rather than having to go to an interpreting 
service or getting them from another service, and in the other service they’re the 
sort of lowest paid workers, it gave it (..), it gave them more status. I was saying 
we need our own interpreters. We should have some in our team. I can’t 
remember what your question was, I’ve gone off at some sort of tangent [laughs].
I We were talking about issues of power..
P9 Yes, it felt better really, I felt I had a better, more equal relationship with them.
And in fact one of them, I was on the interview panel, so it felt more that we were
looking for someone who was going to be a professional in our service.
I Something around more status and significance which was different.
P9 Yes, yes.
I Just thinking a little bit more about the language, are there ways you think about 
language or maybe if you can talk a little bit about the ways in which you think of 
language can have an impact on the understanding of the people your working 
with so at a the more general level, how language might play a role.
P9 Yes, fimny I haven’t, I mean I’ve thought about it recently but, I never used to 
think about it very much at all. I suppose that’s some sort of progression. But I 
think, I don’t actually think about how I say things, unless the interpreter says 
‘can you say that again’, so I don’t think I would actually change the way I say 
something. But I think what I am quite conscious of is that some words cannot be 
translated and so more recently I’ve been thinking about how does that leave the 
understanding of them. (..) yes.
I More generally, what thoughts do you have about the impact of language on our 
understanding of people.
P9 Right, (...) um, well I think (...), I’m not sure if this is what you want or not but, I 
mean I think it’s very complicated because language ... things can be 
misunderstood or put in different ways or they can mean different things. Even
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when we talk in one language, you know things can be understood in different 
ways. So, I mean, when you’re working through an interpreter, I mean you can 
always think well, what on earth is anyone understanding, and hope that 
somebody is making some sort of connection and you sort of presume that you 
are making a connection, but I think sometimes you might wonder about that. 
And that’s when I think, you know, you can feel sort of distant a lot. I mean an 
example of that is I think talking about something that may be a taboo, and it may 
be a taboo in any culture or it may be a taboo in a certain culture, but as a 
therapist you may feel that you need to talk about it. I mean recently I asked a 
woman about how she was getting on with her husband, because there had been 
domestic violence in the past. You know I didn’t know whether to do that or not, 
and decided to do it. But in some sense it was left up to the interpreter to take 
that as far as he wanted or not. And he, and the mother had quite a long 
conversation which I was left out of and I felt it was quite important I was left out 
of it because I think she needed to talk and to actually translate, but I don’t really 
know what they talked about. So, I mean that’s going back to the sort of 
facilitative bit, but I mean I think it’s enormously different with an interpreter. I 
think that language is complicated enough without one [laughs], I think that’s 
what I mean to say.
I Have you found any theoretical models useful in thinking about your work with 
interpreters?
P9 Um (...) um, oh I don’t know actually. Don’t think I can answer that. I mean I 
think that’s quite difficult for me at this point in time, just because, you know, my 
head is sort of awash with theoretical models. You know, when I was trying to 
sort of really grasp, I mean this is going back a while obviously, but circular 
questioning, I was thinking well how on earth, I can’t even ask a circular question 
how on earth can I ask one through an interpreter. But now of course I ask quite a 
lot of circular questions and I don’t think about it. But I don’t think so. I think I 
think about models in terms of the patient and the problem actually, so with 
managing behaviour I think about a model that will help this family. And the 
interpreter, I suppose I expect the interpreter to fit in with that really. In some 
sense, yes I do really. I think, I mean I’ve done some sort of behavioural work 
and I’ve had to rely quite a lot on interpreters because I’ve had to, I mean you 
know, doing some writing in a book and things like that and I’ve had to, you 
know, the interpreter’s had to translate the writing and things like that. So I 
suppose in some senses that was quite time consuming and it didn’t work very 
well so I might not do that again. But (.) in terms of actual family therapy 
models, I suppose I don’t consider the interpreter that much.
I Or maybe the question might have been, what it is about working with 
interpreters which stops making connections to theoretical models with the client.
P9 Yes, yes, it might be. You know. And I think that’s about flow really. That 
actually, you know, if you’re talking with someone in a therapy session, you 
know I think most of us are pretty eclectic and, you know and you’re talking 
about something and you think goodness, we could externalise this, you know, so 
we start moving towards that. You know are there any times when you can
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control something blah blah blah, whereas when you’re working with an 
interpreter, because the pace is so different, you may not naturally do that so 
much. So I think that is right. I think something like working with an interpreter 
stops you making those connections so much. I don’t know.
I Just moving to how, what models families might be coming about problems? I 
How would you compare your ideas, or your models, with those of families 
and interpreters about why problems are there? What the differences or what the 
similarities look like?
P9 You see I, I think that’s a bit of an odd question really. I mean is it about 
interpreters (.). It is a difference about, well I think with the family it’s a 
difference of culture, I think may be it doesn’t (.). it doesn’t have to be (..). I don’t 
know really. You mean how would I compare them? How would I think about 
them?
I Uhm, or what they might look like. If you could imagine what a family might 
say, this is my model or about my child’s problem, or the interpreter would say 
that this is my model, how they would be different?
P9 Yes, they would be different. I think, right, OK. I think, I don’t think they’d be 
poles apart with any of us, each group. If you take the three points really. But I 
think there would be differences. And I think, I’m not sure they’re that different 
to families you with without interpreters actually. Because I suppose I’d feel 
that certainly where I work, you know, the differences of how one looks at a 
problem can be vast with an English speaking white family, you know, to the 
therapist. But I think there would be differences in the way that we would view 
it. But I think that there also would be strands of similarity, and part of the work 
is to, well I think part of the work in a session is to, I sort of feel that it’s really 
me, sort of forging links with the family. And I think the therapist is one step 
behind that, so that you know, the interpreter is one step behind that sorry, so that 
the differences between the therapist and me, sorry the interpreter and me, would 
be dealt with later. Does that make any sense?
I Uhm.
P9 I can give you an example.
I Uhm.
P9 I’ll give you an example. Well in a sense it’s an example but I think you know 
I’ve been trying to help a family with their child’s sleep problem and I’ve been 
doing it in quite a traditional way in terms of, you know, what’s written and, you 
know, sort of sleep programmes and that sort of thing, and that hasn’t worked, 
needless to say [laughs]. No I think it probably wouldn’t have worked in lots of 
families anyway but it hasn’t worked. But the family has come up with an idea 
and I think that’s excellent and I think we should go with that. I suppose in some 
senses I feel because I’m the therapist, um, (...) oh God [sighing]
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I Something that again maybe the ideas are either generated by the family or..
P9 yes
I the therapist or the interpreter its not about..
P9 yes, yes
I the interpreter being a mouth piece. Yes.
P9 I know, I was going to say that really. I was almost going to say, I mean I’ll say it 
because I think it’s important but I was almost going to say it doesn’t really 
matter what the interpreter thinks but of course it does, because they are the 
mouth piece. Because if they have a very strong view either way it will come out 
through their mouthpiece surely, whether you like it or not so it’s really important 
what they think. But I think when you’re in the session you can tend to forget 
that slightly because, you know, there’s not enough space. So you’d use one step 
behind and you sort of deal with it later. I do, I often talk with them about, you 
know, what they’d thought about that.
I In some ways they are not like a co-therapist.
P9 Because, it’s because they’re not talking in your language. You see, if it was two 
English people, if it was a co-therapist team doing it, you’d hear what they said. 
And in fact when he said to the family that I mentioned earlier, ‘you mustn’t cry’, 
he said it in English, otherwise I wouldn’t have known. Or maybe he didn’t 
actually but I asked him, because he said something, I sort of said what did you 
say, and he told me. But if I hadn’t asked that I wouldn’t have known, so we 
wouldn’t have had that exchange, whereas if he’d said it always in English with a 
co-therapist, you know what they’ve said. Anyway um (..).
I Something you said earlier I was struck by because, because part of the 
difficulties of the family of a different culture, it’s about the culture. Then you 
were saying well may be actually quite similar. You might experience similar 
problems or have similar models of understanding those problems. Just trying to 
make sense of that.
P9 Yes. Well I think you can get hung up - 1 think you can get hung up on (.) culture 
that is based around colour and language so that, because I needed an interpreter, 
they’re from such a different culture. Whereas actually I feel that sometimes I 
work with white, East End families and I think that they’re from a very different 
culture to me. So that’s what I meant really. That they may, you know (..) I 
think, you know, an understanding about a problem is (.) is unique to that family. 
Regardless of whether they speak the same language or not. Does that make 
sense?
I Uhm
P9 That’s what I’m thinking really.
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I I’ve been asking lots of things but are there other things you feel are important 
that we need to talk about that we haven’t covered?
P9 No [laughs] I think we’ve covered quite a lot actually. It’s mind-blowing.
I When you think about the conversation there is always more. Even as an example 
one should think about this perspective more.
P9 OK, you’re keeping within the time.
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ABSTRACT
Couples who had been evaluated for their emotional, marital, and sexual adjustment 
when undergoing investigations for their infertility were re-evaluated on these same measures 
at a three year follow-up time interval. At follow-up an assessment of the coping strategies 
they had used to deal with the infertility was made. The emotional adjustment was measured 
using the Multiple Affect Adjective Checklist, and a measure of self-esteem was made using 
the Rosenberg scale. The marital relationship was assessed with the Dyadic Adjustment 
Scale, and the sexual relationship assessed using the Golombok-Rust Inventory for Sexual 
Satisfaction. The methods of coping used to deal with the infertility were assessed with the 
Ways of Coping Checklist. Demographic information relating to the medical investigations, 
and subjective information assessing the couples’ experience of the infertility investigations 
were also evaluated.
From the original sample of 47 couples it was possible to recruit 27 couples for this 
study. Of these couples 11 had been able to have a child since their initial participation, 
whilst the remaining 16 couples were still infertile.
There was no difference in the types of medical investigations that these two groups of 
couples had undergone. The infertility investigations did not appear to have a negative impact 
on the marital and sexual relationship of the couples. However, the majority of the couples 
reported that they had not been given enough opportunity to discuss their feelings at the 
infertility clinic.
A diagnosis of male infertility was found to be perceived in a negative way by the 
couples given this diagnosis in comparison to couples given other diagnoses. The diagnosis 
of unexplaived infertility was perceived negatively by the women, whereas, it was perceived 
more positively by the men. There was an association between the diagnosis of male 
infertility and a greater use of Wishful thinking’ and self-isolation as methods of coping for 
the men.
For the infertile women there was a strong association between poorer levels of 
emotional, marital, and sexual adjustment and a greater use of Wishful thinking’, self- 
isolation, and self-blame as ways of coping with the infertility. There was an indication that 
the infertile men and women were presently using more self-focused methods of coping, as 
perhaps there was little opportunity to use more proactive coping strategies as their efforts to 
seek medical help had now come to an end.
The couples with children and the infertile couples were compared to evaluate change 
over time in their emotional, marital, and sexual functioning. The couples were found to 
show little change over time for these. The most significant change was that for an increased 
level of non-communication about the sexual relationship and a decrease in the frequency of 
sexual intercourse for both infertile couples and those with children.
The infertile men were found to show higher levels of emotional distress at both the 
time intervals, and their level of self-esteem was found to decrease with time in comparison 
to the men with children. The infertile men also showed a seperation between their emotions, 
their marital and their sexual functioning. For the infertile women there was an association 
between higher levels of distress and a low self-esteem with a poorer marital and sexual 
relationship.
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1.1.0. Introduction
With couples being able to exercise greater control over childbirth in recent times the 
experience of infertility may come as an unexpected shock for many couples. Estimates of 
the number of couples experiencing infertility range from 10 % ( Owen and Read, 1984 ) to 
15 % ( Houghton, 1984 ) for the British population. About two thirds of the couples who 
undergo infertility investigations go on to have children (Mosher, 1982 ).
Infertility is defined as the failure to conceive after trying to have a child for atleast 
one year , or the failure to carry a pregnancy to livebirth. The term primary infertility is 
used to describe couples where there has been no previous history of conception. It has 
been estimated that 71 % of infertile couples experience primary infertiltiy ( Hull, 
Glazener, Foster, Hinton, Coulson, Lambert, Watt, and Desai, 1985 ). Secondary infertility 
includes couples already with children, or those with a history of conception not being able 
to achieve a full term pregnancy.
A diagnosis of organic infertility refers to couples where a medical diagnosis has 
been confirmed. Medical conditions such as endometriosis which are only indirectly 
associated with infertility are also classified within organic diagnoses. In contrast the term 
functional ( unexplained ) infertility is used to describe the situation where no medical 
reasons have been identified to account for the infertility.
It has been suggested that 40 % of the cases of infertility ( where a diagnosis has been 
made ) are due to male factors. A further 40 % are thought to be due to female aetiology 
and about 20 % of the infertile couples have a combination of male and female factors ( 
Menning, 1980 ). In a review article a range of 6 % to 27 % has been noted for the 
incidence of unexplained ( functional ) infertility ( Templeton and Penney, 1982 ).
The medical causes of male infertility are related primarily to factors such as low 
quality of sperm, or low sperm motility, or a low quantity of sperm in the seminal fluid.
This general variation of sperm quantity and quality is referred to as oligospermia. The 
total absence of sperm in the seminal fluid is termed azoospermia. Medical conditions 
which influence sperm production include vitamin defiency syndromes, disturbance of the 
thermoregulatory mechanism around the testes ( e.g. varicocele ), tubal blockage in the 
sperm releasing pathways, and hormonal disturbance or abnormality ( for those hormones 
associated with sperm production ). Genetic disorders such as Klinefelter’s syndrome ( 
karotype of XXY ) which results in no secondary sexual development during adolescence 
account for a small percentage of cases of male infertility. Further details of the medical 
causes of male infertility are described by Pepperell, Hudson, and Wood (1980 ).
The medical causes of female infertility include problems such as a hormonal 
imbalance resulting in the disruption of the processes leading to egg production (e.g. 
amenorrhoea), factors leading to tubal blockage or tubal damage of the reproductive organs 
( e.g. endometriosis, veneral disease, tuberculosis, gonorrhoea, mycoplasma ), or factors 
leading to early miscarriage. Other problems such as the blockage of the ovary exit by 
partially developed ova ( polycystic ovaries ), or cervical factors which reduce the chance 
of sperm penetration ( e.g. cervical mucus hostility ) also have a causatory influence on 
infertility. Genetic disorders which result in no secondary sexual development ( e.g. 
Turner’s syndrome ) also account for a small percentage of infertility. Further details of the 
medical causes of female infertility can be found in Pepperell, Hudson, and Wood (1980).
Psychosexual dysfunction may also have a causal influence on infertility. Male 
problems such as impotence, ejaculatory failure, and a decrease in the frequency of coitus 
are thought to be responsible for some cases of male infertility. It has been suggested that 
about 5.5 % of infertility is due to male sexual dysfunction ( Dubin and Amelar, 1971 ). 
Such a direct relationship with infertility is less clear when it comes to sexual dysfunction 
in females. Tentative hypotheses suggesting a link between anorgasmia and a reduction in
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the probability of sperm migration in the fallopian tubes, and a decrease in gonadotropin 
production are discussed by Karahasanoglu, Barglow, and Growe ( 1972 ).
1.1.1. Medical investigations for infertility
Most of the infertility investigations are carried out on the woman. The first clinic 
appointment usually consists of a medical examination and a case history is obtained from 
the couple. Within the next menstrual cycle blood tests are carried out and the hormonal 
levels for progesterone, follicle stimulating hormone ( FSH ), and luteinizing hormone ( 
LH ) are determined. If no abnormalities are detected at this stage then tests to determine 
tubal patency are carried out. These tests include a laparoscopy (an operation to look at fine 
tubal structures using optical lazers), dilation and curretage (D & C ), and 
hystersalpingography ( X-ray of dye injected into fallopian tubes ). The post-coital test ( 
PCT ) determines whether sperm are penetrating as far as the ova and requires the couple to 
have coitus a few hours before the test is carried out. The final tests which are carried out 
include the sperm cross over test and the mucus hostility test which determine the cervical 
acceptance of sperm. These investigations may take between 18 to 24 months to complete 
with most hospital appointments being once every three months.
For most men the only direct involvement with the infertility investigations is to 
provide a semen sample for sperm analysis ( and the PCT if this is required for 
investigation ). Some men may require testicular biopsies or other tests if the infertility lies 
with the man.
1.1.2. Psychogenic Infertility
Much of the literature on infertility has debated the issue of whether psychological 
factors can lead to infertility. Much of this literature is discussed in summary articles (e.g
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Noyes and Chapnick, 1964; Edelmann and Connolly, 1986). Both these articles conclude 
that there is little evidence to support the view that psychological factors are aetiologically 
related to infertility. Also, in recent years improved and new medical techniques of 
infertility investigation have increased the likelihood of more couples being given an 
organic diagnosis of infertility. These authors have also commented on the poor 
methodology of the earlier studies, poorly defined subject groups, lack of control groups to 
balance the effects of different diagnostic groups, differing lengths of infertility in the 
experimental groups, and the stage of infertility investigations of the subjects.
It has been suggested that disorders such as schizophrenia, depression, and anorexia 
nervosa are associated with decreased fertility ( Bell, 1983 ). Other causes of psychogenic 
infertility have included unconscious defense mechanisms, increased levels of neuroticism, 
and psychological factors associated with neuroendocronological and pathophysiological 
changes. However, as Edelmann and Connolly ( 1986 ) point out it is difficult to establish 
cause-effect relationships between psychological factors and infertility. At the time of 
investigation the couples have been aware of their infertility for several years and the 
psychological factors that have been observed could be reactions to the infertility.
1.2.0 Reactions to infertility
This study is primarily an investigation to determine the impact of the long term 
effects of infertility and any subsequent changes for those couples who have been able to 
have children. The impact of the infertility on emotional distress, and on the marital and 
sexual relationship are investigated. Also, the methods of coping with infertility are 
investigated. Given the focus of the study the literature that is reviewed is concerned with 
the above mentioned areas and how these may arise as subsequent reactions to the 
infertility. Also, as much of the anecdotal literature in this area has been discussed in
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review articles ( e.g. Noyes and Chapnick, 1964; and Edelmann and Connolly, 1986 ) the 
emphasis will be on reviewing the experimental studies.
The studies will be reviewed under sections on infertility resulting in a grief reaction, 
the impact of infertility on emotional functioning ( i.e. depression and anxiety ), on marital 
and sexual functioning, and on the level of coping found with infertile couples.
1.2.1. A grief reaction to infertility
Menning ( 1980 ) was one of the first authors to treat infertility as a life-crisis and she 
has persuasively argued that couples may experience a grief reaction as a consequence of 
the ’infertility crisis’. She defines a crisis as a disruption in the steady state or as a 
disequilibrium. Several authors have described a similar sequence of reactions which may 
commence with the recognition of the infertility to the point when all possible avenues for 
being able to have a child have been exhausted by the infertile couple ( Menning, 1980; 
Shapiro, 1982 ).
The grief reaction may initially commence with shock or surprise when the couple 
first learn of their infertility. Denial may then be used to permit adjustment. Anger may 
develop during the investigations and treatment, and may be accompanied by ffustation, 
embarrassment, and feelings of helplessness. Isolation may become more prominant when 
the couple begin to withdraw from upsetting situations. Feelings of guilt and grief may then 
follow. Finally, the process of resolution is thought to occur; which facilitates the couple to 
work through the preceding feelings and to recover from the disequilibrium caused by the 
’infertility crisis’.
Much of the support for the life-crisis hypothesis comes from anecdotal articles 
which cite case studies of couples who have reported experiencing feelings of depression, 
guilt, loss, anger, and denial ( Griffin, 1983; Daniels, Gunby, Legge, Williams, Wynn-
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Williams, 1984; Mahldstedt, 1985 ). As very few longitudinal studies have been carried out 
it has not been possible to directly evaluate this hypothesis. One of the few longitudinal 
studies ( which is reviewed in greater detail in the next section ) found that infertile women 
were reporting similarly high levels of distress at a two year follow-up from the initial 
assessment ( Lalos, Lalos, Jacobsson, and von Schoultz, 1985 (U) ). A greater number of 
these women were found to report feelings of depression and grief at follow-up.
The experience of depressed mood, anxiety, and helplessness may occur 
independently of a grief reaction. The studies reporting the experience of depressed mood 
and anxiety by infertile couples are now discussed.
1.2.2. Depression resulting from infertility
It has been suggested that depressive symptoms may occur as a result of infertility 
(Mahlsted, 1985 ). Many studies describe the infertile couples as experiencing depressed 
affect or mood, and as such are not describing clinical symptoms of depression. It has also 
been suggested that sexual dysfunction, which may be a consequence of the ensuing 
depression, may be associated with infertility( Walker, 1978).
A general trend that has been found in studies is that the level of depressed affect 
observed has been higher in women than the male partners of infertile couples. For 
example, in a study investigating 30 women about to undergo an operation for blocked 
fallopian tubes it was found that half of these women reported having experienced feelings 
of depression six months prior to the operation in contrast to only 4 male partners of these 
women ( Lalos, Lalos, Jacobsson, and von Schoultz ( 1985 (I) ). The depressed affect was 
measured using a symptoms checklist. The majority of these women also reported 
experiencing depression during menstruation at a two year follow-up assessment. In 
contrast only 3 men reported feelings of depression at the 2 year follow-up ( Lalos, Lalos,
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Jacobsson, von Schoultz, 1985 (H) ) after the operation was performed on the women. 
Also, the women were found to report a significantly greater number of symptoms than 
their partners indicating greater overall distress in the women. However, the findings of 
this study are limited to a small sub-group of infertile couples where a diagnosis of blocked 
tubes had been confirmed. Also, it is not possible to determine the severity of the 
depression reported by the women from the problem checklist.
The finding that more women experience depression than their partners is also 
supported in the study by Bell ( 1981 ). This study included couples with primary 
infertility. However, in this study the couples who had a history of previous infertility 
investigations ( n=10 ) were grouped together with those couples having their first set of 
investigations ( n=10 ). With the small sample size and the combination of the couples for 
data analysis any differences in the level of depression following prolonged investigations 
were precluded.
In a consecutive series of 300 infertile couples being accepted for In-Vitro 
Fertilization ( IVF ) treatment, the women were found to show higher levels of depression 
than their partners on the Beck Depression Inventory (BDI) ( Hearn, Yuzpe, Brown, 
Casper, 1987 ). The mean scores of these men and women were lower than the means 
reported from normative samples by these authors . So though this study supported the 
finding that infertile women showed higher levels of depression than men, the overall 
severity of depressive symptoms experienced by the women was similar to normative 
groups for the BDI. The sample in this study included a small percentage of couples who 
had children from their present or previous relationships. Also, by virtue of the selection 
requirements for the IVF program in that all other possible avenues of treatment had 
already been explored, these infertile couples represented a selected sample of people who 
have continued to seek treatment for their infertility. This selection process may have
7
represented a bias towards couples who were showing better emotional adjustment. It is 
also possible that as the couples were at the initial stages of being accepted on the IVF 
program, they may have been more relunctant to describe negative affect in fear of the 
impact that this may have had on their inclusion in the treatment program.
Similarly low levels of depression ( on the IPAT scale ) have been observed in a 
group of women with primary infertility ( Poulson, Hearmann, Salerno, Asmar, 1988 ). 
The level of depression observed in the infertile women was similar to a control group of 
women. The control group consisted of women with children and women who reported no 
difficulty with their fertility ( though they had no children ). Also, similar 16PF profiles 
were found for both the infertile and the control group. Although, this study contained a 
mixed control group of women with and without children the differences between these 
two groups of women ( if any ) were not reported. Such a mixed control group may have 
limited its efficacy and may have confounded any difference that existed between the 
control group and the infertile women.
The same trend of women reporting higher levels of depression than their partners 
has been reported for a group of 47 couples with primary infertilty ( Raval, Slade, Buck, 
and Lieberman, 1987 ). The women were found to score significantly higher than the men 
on the Multiple Affect Adjective Checklist ( MAACL ). The mean scores for the infertile 
couples on the MAACL were somewhat elevated compared to mean scores for ’normals’ 
but were very much lower than the mean scores given for clinically depressed subjects ( 
Plutchik, Platman, Fieve, 1971 ). The mean scores of the infertile couples were also similar 
to the nomative data provided by Zuckerman and Lubin ( 1965 ) for college students. 
Hence, though the infertile women showed a higher level of depressive affect than their 
partners the overall severity of depression found in this group of infertile couples ( though 
elevated in comparison to normals for the women ) was less than that observed for
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clinically depressed groups. In the study by Raval et al ( 1987 ) predictors for depression 
were calculated using multiple regression analyses. For women, higher levels of depression 
were predicted by a worsening of the sexual relationship after the recognition of infertility, 
and low self-esteem. For men, a higher level of depression was predicted by low self­
esteem. Futher details of this study are given in the methodology section.
In a longitudinal study with a sample of couples with primary infertility with no 
previous history of infertility investigations, higher levels of depression were found at the 
initial stage of clinic attendance (Daniluk, 1988 ). The couples were assessed after the 
initial medical visit, 4 weeks later during medical testing, within one week of diagnosis, 
and at 6 weeks after diagnosis. The women were found to have significantly higher scores 
for depression across all the time intervals than the men. The time when the couples were 
given the diagnosis would have varied and it is not clear how this may have effected the 
results. * .
In summary, the limited number of empirical studies show a consistent trend of a 
greater severity of depressive mood being experienced by women than men for infertile 
couples. The actual level of depression experienced by these women is, however, not of 
clinical severity. Also, the differential effects of factors such as the type of diagnosis, 
which of the two partners is infertile, duration of infertility, and the stage of investigations, 
on the level of depression experienced by infertile couples have not been assessed by most 
of these studies. Though, such factors appear to have little predictive association with 
depression in the study by Raval et al ( 1987 ), these need further investigation.
1.2.3. Anxiety and infertility
Although, the discussion in support of the existence of psychogenic infertility 
suggests a causative link between higher levels of anxiety and infertility, the reverse
9
relationship can equally exist. Anecdotally, many potential anxiety provoking sources can 
be identified. For example, the initial recognition that the couple may be infertile, having to 
wait for the investigations and their subsequent commencement, the uncertainties of 
diagnosis and outcome, all have the potential for being anxiety provoking. Hence, 
increased anxiety may be seen as a consequence of infertility
The levels of anxiety experienced by couples with unexplained infertility has been 
investigated by OMoore, OMoore, Harrison, Murphy, and Carmthers ( 1983 ). The 
infertile couples ( n=15 ) were compared with a group of fertile couples ( n=10 ). All the 
infertile couples had completed most of the routine investigations in order to be given a 
diagnosis of unexplained infertility. In this group though were two couples where seminal 
abnormalities had been detected in the man, one woman with a tubal lesion, and one 
woman with irregular but ovulatory cycles. The mean scores for the infertile women on the 
STAI A-Trait and State forms, and Taylor’s Manifest Anxiety scale were significantly 
higher than the women in the control group. The mean scores for the infertile men on the 
STAI A-Trait and State forms, and Taylor’s Manifest Anxiety scale were similar to the 
mean scores for the men in the control groups. Also, for the infertile couples, the women 
showed a trend of experiencing higher levels of anxiety than their partners. The results of 
this study were contaminated by having four couples where other likely causes of infertility 
had been identified. As all of the infertile men in this study had undergone a sperm analysis 
the low levels of anxiety seen in these men may have been a reflection of the positive result 
from this test. For the men having the doubt of the infertility being located with them 
removed ( i.e. positive sperm test results ) may have had an anxiety reducing effect. In 
contrast, the higher levels of anxiety found in the infertile women may been a reflection of 
their greater involvement in the medical investigations and of the inconclusive diagnosis (
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i.e. unexplained infertility ). The small sample size and the specificty of the diagnosis for 
these couples limit the extent to which the results of this study can be generalised.
In the study by Hearns et al ( 1987 ) already described in the previous section couples 
being accepted for IVF treatment were administered the state and trait forms of the STAI. 
The mean scores for state anxiety and trait anxiety for the women were found to be 
similar to the normative means for this measure. Mean scores for men from the infertile 
couples for state anxiety and trait anxiety were significantly lower than the normative 
means for state and trait anxiety. As this study had a specific sub-group of infertile couples 
who had already undergone most of the investigations, and the diagnosis of tubal damage 
in the female was already known to them, one may expect these couples not to be 
particularly anxious. Also, they were at a stage where they were being offered treatment. 
This compares with the higher level of anxiety that was observed in the women with a 
diagnosis of unexplained infertilty ( OMoore et al, 1983 ). The latter were unlikely to be 
offered any treatment and faced a more uncertain future with regard to their infertility.
Using the IPAT scale of anxiety infertile women have been found to exhibit similar 
levels of anxiety to the control group ( Paulson et al, 1988 ). Similar levels of anxiety have 
been reported between a group of functionally infertile women, women with a medical 
diagnosis for the infertility, and a control group of five women who were deemed fertile ( 
though their husbands were diagnosed as sterile ) by Brand ( 1982 ). As the control group 
in the study by Brand contained a very small number of subjects who were childless this 
makes the control group unsuitable for comparison.
With a group of couples with primary infertility with no previous history of hospital 
investigations, anxiety levels similar to normative samples are reported by Raval et al 
(1987). These women had a higher but non-significant mean score for anxiety than their 
partners on the MAACL. Higher levels of anxiety for women were predicted by avoidance
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of friends with children and tests for ovulation ( i.e. being in the initial stage of infertility 
investigations ) using a multiple regression analysis. For men a higher level of anxiety was 
predicted by a decrease in the frequency of intercourse after the recognition of the 
infertility.
Similar results to those above have been reported by Daniluk ( 1988 ). The infertile 
couples were found to show higher levels of anxiety at the initial medical interview 
compared to follow-up interviews. However, no significant differences were found 
between the levels of anxiety experienced by the men ans women.
In summary, these studies indicate that infertile couples do not experience severe 
levels of anxiety. The anxiety that is experienced by women may be determined by factors 
such as the stage of investigations, avoidance of children, and possibly the lack of a 
medical diagnosis ( i.e. unexplained infertility ). Infertile men appear to report lower levels 
of anxiety than the women.
1.2.4. The effects of a diagnosis
There are some tentative suggestions from a small number of studies that the actual 
diagnosis that is given to the infertile couple may have an effect on the emotional reaction 
experienced. For example, in the study by OMoore et al ( 1983 ) the highest levels of 
anxiety were found to be experienced by women given a diagnosis of unexplained 
infertility.
Men given a diagnosis of oligospermia or azpoospermia have been reported to show 
elevated scores on the Beck Depression Inventory, with the oligospermie men having 
higher mean scores than the azoospermie men ( Feuer, 1983 ). These diagnoses of male 
infertility may be seen to be a direct challenge to one’s manhood (i.e. ability to father a 
child ). Also, the diagnosis of oligospermia implies greater fluctuaion and greater
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uncertainty with regard to the man’s ability to produce healthy sperm, and this may explain 
the elevated levels of depression in this group of men.
There is also some evidence to suggest that the self-esteem of infertile couples may 
be lowered. Anovulatory infertile women have been found to make significantly lower 
ratings for self-potency than infertile women with diagnoses other than anovulation, and 
fertile women ( Freeman, Garcia, and Rickels, 1983 ). The anovulatory group contained 
women with a previous history of hospital investigations, though the authors do not state 
how many. It could be suggested that the lower ratings of self-potency on the semantic 
differential scales may have been elevated by the women with a long history of infertility 
investigations. The authors do not report the duration of hospital involvement of the 
infertile groups of women. To some extent it could be suggested that for women ovulation 
overtly represents the potential to have a child, and that a diagnosis of anovulation 
indicates a loss of this potential.
Sklar ( 1984 ) has reported that women who had been diagnosed as being infertile or 
whose partners were diagnosed as infertile showed a lowered body image. In contrast men 
diagnosed as infertile showed lower levels of self-concept in comparison to men whose 
wives were infertile, or men with children. In response to questions about self-concept 
infertile women have been found to rate lower levels of satisfaction with themselves than 
women with children, and a group of voluntarily childless women (Callan, 1987 ).
Greater levels of dissatisfaction with the sexual relationship have been reported for 
those infertile couples given a diagnosis of unexplained infertility ( Daniluk, 1988 ). Also, 
at the time of diagnosis the couples given a specific medical diagnosis were found to show 
higher levels of depression than those couples given a diagnosis of unexplained infertility. 
From the results of a postal survey of couples who had been attending an infertility clinic 
there is a suggestion that a diagnosis of male infertility was associated with greater distress
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( Connolly, Edelmann, and Cooke, 1987 ). The subjective ratings indicated that when the 
diagnosis of male infertility was compared with the diagnosis of female infertility, and both 
male and female infertility, the men from the couples with a diagnosis of male infertily 
showed greater levels of marital problems, guilt, and isolation. The females from the 
couples with male infertility were found to report significantly greater levels of marital 
problems in comparison to the women in the other two groups.
From the studies investigating self-esteem and self-concept there appears to be a 
tentative suggestion that if the infertility is diagnosed in the man there is a lowering of 
overall self-esteem in the man. The location of the infertility in the female appears to be 
associated with women having a lowered body image. It is interesting that a lowered body 
image is reported in women whose partners are infertile ( Sklar, 1984 ).
1.2.5. The impact of the infertility investigations
As well as the possible impact that a given diagnosis might have on the infertile 
couple, there is a suggestion from recent studies that particular tests involved in the 
infertility investigations may also have a negative affect. Some of the investigations are of 
an intimate nature ( e.g. internal examination of the vagina or having to provide a semen 
sample for testing ) and likely to, atleast, temporarily increase levels of anxiety. The 
majority of the investigations are carried out on the woman. The laparoscopy is one such 
test. The woman is usually admitted to the hospital overnight for the surgical investigation 
involved in the laparoscopy to be carried out. Some tests such as the post-coital test ( PCT ) 
require the couple to have intercourse either the night before the test or a few hours before 
the hospital appointment ( at the time of ovulation ). The PCT is likely to add to the anxiety 
experienced by the couple especially as the test has implications about how well they have 
’performed’ for the doctor.
14
Two studies have reported on the impact of the post-coital test ( PCT ) on infertile 
couples ( De Vries, Degani, Eibschitz, Oettinger, Zilberman, Sharf, 1984; and Drake and 
Grunert, 1979 ). The PCT is only usually carried out when no abnormalities have been 
detected in the male’s sperm. The test determines the number of sperm that are found in the 
vaginal pool and the number of motile sperm found in the endocervical mucus. The couple 
is requested to have intercourse the night before the PCT or a few hours before this test. 
The definition of a positive test result has varied between these two studies. Drake and 
Grunert defined a positive result as sperm being seen in the vaginal pool and the sperm 
being motile in the endocervical mucus. The definition used by De Vries et al was 
categorized from poor (some sperm cells found), fair (up to 6 motile sperm per high power 
field ) good ( 7-20 motile sperm cells per high power field ), to excellent ( more than 20 
motile sperm cells per high power field ). Both studies defined a negative test result as no 
sperm being found in the vaginal pool.
The study by Drake and Grunert ( 1979 ) consisted of infertile couples with at least a 
one year history of infertility. All the male partners had no sperm abnormalities. Of the 
couples 55 % underwent an overnight PCT and 45 % the same day PCT. No differences in 
terms of test results were found between the overnight or same day PCT. Six couples from 
the total sample were found to have two consecutive negative PCT results . These six 
couples were found to report the experience of acute sexual dysfunction in the male at 
midcycle ( 2 males with secondary impotence and 3 males with ejaculatory incompetence, 
with one male having chronic impotence). The authors reported that the observed 
experience of acute sexual dysfunction in the males was due to various factors leading to 
midcycle stress. These stress factors included " this is the night " syndrome, the change in 
the purpose of sexual intercourse, stress of clinical testing by a third party, and self doubt 
of adequate future performance. This study did not report for or distinguish those couples
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with primary or secondary infertility, and the interviews about the experience of sexual 
dysfunction were only carried out for those couples with 2 consecutive negative PCT 
results. Also, as the definition of a positive PCT result was less stringent in this study than 
the one given by De Vries et al, it is difficult to determine the possible effects of having 
some false positive PCT results, and hence missing other couples who may also have 
experienced similar sexual difficulties. This study also provided no information about 
female sexual dysfunction for the six couples and the implication is that the difficulties 
were only experienced by the males. Also, this study only provided retrospective subjective 
information for six couples, though 5 of the 6 couples had reported the onset of the sexual 
dysfunction in the male after becoming aware of their infertility.
The study by De Vries et al ( 1984 ) consisted of a consecutive sample of women 
undergoing a PCT as part of the infertility investigations. Of these women 68 % had 
primary infertility and the remainder had a diagnosis of secondary infertility; with a mean 
duration of 40 months of investigations ( range 3 to 134 months ). The mean number of 
PCT’s previously undergone by the women was 11 ( range 0 to 120 ). No sperm 
abnormalities were reported for most of the male partners. Thirty of the women underwent 
the overnight PCT and 20 the same day PCT. The results showed that the same day PCT 
was associated with a greater percentage of negative or poor results . Also, the PCT was 
associated with no foreplay for 28 % of the women ( 12 of 14 women reporting no foreplay 
for scheduled intercourse had the same day PCT ) and anorgasmia for 40 % of the women ( 
17 out of 20 women reporting anorgasmia for scheduled intercourse having the same day 
PCT ). Finally, 64 % of the women reported that emotional tension increased with the 
PCT; and though only 16 % reported feeling distant from their partner during scheduled 
intercourse a significant correlation was found between feeling distant and a negative PCT 
result. This study provided subjective information indicating that the PCT resulted in a
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transient phase of decreased sexual functioning and increased emotional tension for some 
women. As the study did not follow up these women it is difficult to determine what 
percentage of women went on to experience these problems at a more chronic level. Also, 
there was some indication that the overnight PCT was less stressful. The results of this 
study were confounded to some extent by the information that on average each woman had 
undergone 11 PCT’s and that they have been under investigation for an average of just over 
3 years. Both these averages were quite high. The relatioship between such factors as 
repeated PCT’s, the duration of investigations, or type of diagnosis and the experience of 
negative affect was not investigated by this study.
The initial stages of infertility investigations ( i.e. blood tests to determine ovulation 
in the female ) have been reported to show a predictive association with increased levels of 
anxiety, and poorer marital relationship for infertile women ( Raval et al, 1987 ). This study 
has been described in the previous sections above. Also, the percentage of men and women 
reporting marital and sexual problems was found to decrease after the initiaton of the 
infertility investigations. Hence, on the whole the initiation of the infertility investigations 
appeared to have a positive impact on the marital and sexual relationship of the couples, 
though within the process of the infertility investigations the tests for ovulation seemed to 
be associated with increased anxiety and poorer marital adjustment for some women.
Similar findings to those reported by Raval et al ( 1987 ), namely that the tests for 
ovulation were associated with a negative affect for women, have been reported by Lalos et 
al ( 1985 ( I ) ). The study by Lalos et al assessed infertile couples a few weeks before the 
women were due to undergo an operation for blocked tubes. Each partner was interviewed 
seperately but on the same day. The subjects included couples given a classification of 
primary infertility ( 40 % ) and secondary infertility ( 60 % ). For the initial assessment no 
differences were reported between the infertile women and a group of pregnant women on
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psychosocial background, current life situation measures, and the Eysenk Personality 
Inventory ( infertile women being compared to a group of women who had been long-term 
contraceptive users for the EPI ). The infertile couples had completed the standard 
infertility investigations before participating in this study.
At the initial interview in this study by Lalos et al two thirds of the couples were 
found to report that the tests for ovulation ( mainly the wife keeping basal body 
temperature charts ( BBT ) to determine when ovulation is occuring ) had a negative 
impact on the sexual relationship. Also, at least half the men reported feelings of shame 
and degredation, and psychological difficulty being associated with having to undergo a 
semen analysis.
These authors also reported on the immediate effects of surgery and long term effects 
( 2 year follow-up ) on emotional state and on the marital and sexual relationship (Lalos et 
al, 1985 ( II ) ). The study found that two women were suffering from an acute 
psychological crisis after surgery. One of these women had become depressed after 
receiving a poor prognosis, and the other experienced hallucinations and suicidal thoughts ( 
though being given a favourable prognosis ). The authors reported that ten women 
experienced shorter episodes of depression a few days after the operation; nine of these 
women were diagnosed as primary infertility. At two year follow-up more women were 
found to rate their sexual relationship as having worsened and feeling less close to their 
partner. The marital relationship was found to have remained quite good throughout.
Although this study provides important subjective information, especially about long­
term changes, the lack of standardized information makes it difficult to assess the severity 
with whichthe problems were experienced by the infertile couples. The study also reported 
that 8 women and 4 men had a history of psychiatric treatment prior to taking part in this 
study. Two men and four women were reported to have received psychiatric treatment in
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their adolescence with the remainder having received treatment from adult services. Thus, 
eleven couples had at least one partner with a history of psychiatric problems. Though none 
of the women were reported to be undergoing any psychiatric treatment during this 
investigation, it is not clear whether any of the men were undergoing psychiatric treatment 
at this time. It can be suggested that the higher prevalence of emotional symptoms and 
negative affect in the sexual relationship that was reported in this study may have been 
elevated given that one third of the couples had at least one partner with a previous history 
of psychiatric problems.
Also, as there is a tenuous suggestion in this study that the importance of a particular 
prognosis may influence the negative affect experienced by the women, differences in 
reactions to the different prognoses given to the couple could have been examined in more 
detail. The differences, if any, between the couples with primary and secondary infertility 
were not reported. Also, as all the couples with secondary infertility had children living 
with them they formed a distinct group and as such the data for the infertile couples could 
have been reported seperately.
Another test that most women undergo during their infertility investigation is the 
laparoscopy. Women with primary and secondary infertility undergoing a laparoscopy as 
part of the infertility investigations have been compared to a group of women undergoing 
this surgical procedure for sterilization ( Wallace, 1985 ). The women were administered 
the STAI state form and the profile of mood state ( POMS ) 6-8 weeks before the 
laparoscopy, on the morning of surgery, the same evening after the surgery, and at one and 
six week follow-up. The results of this study showed all the groups of women to have 
higher levels of anxiety just prior to the operation. Also, across each time interval the 
women with primary infertility showed significantly higher levels of anxiety than the other 
two groups of women. The sterilization group showed the least amount of anxiety
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throughout in comparison to the infertile women, and also showed the quickest return to 
daily activities after the operation. No other diffemces were noted between the groups in 
this study and the results indicated that overall the infertile women appeared to show no 
adverse reactions to the laparoscopy. It is interesting that the women with primary 
infertility showed higher levels of anxiety. This finding may be associated with the 
subjective importance that the women with primary infertility had attached to the 
laparoscopy, in contrast to the sterilization group who were undergoing the same operation 
for completely the opposite reason.
The study by Wallace ( 1985 ) is a well- structured study. However, it reported that 
some of the women in the secondary infertility group allocation were actually undergoing 
the laparoscopy for the reversal of sterilization. The author did not state how many women 
this applied to, and it can be suggested that this group of women were characteristically 
different to the other infertile women. Also, it is possible that the secondary infertile group 
consisted of women with children and those with a history of conception but no children. 
This important distinction was not made in grouping women with secondary infertility and 
it is not clear how such a difference may have influenced the women’s reaction to the 
laparoscopy.
In summary, from the studies described above there is evidence to support the 
suggestion that some of the infertility investigations are associated with negative affect. 
Tests for ovulation appear to be associated with increased levels of anxiety and to some 
extent with a negative effect on the marital and sexual relationship for women. The PCT 
seems to be associated with a transient decline in sexual functioning , though further 
investigations are needed to determine whether the sexual dysfunction then becomes more 
chronic with time or worsens due to other repeated negative experiences. Finally, some 
women experience negative emotional moods just prior to or after surgical procedures
associated with the infertility investigations, though to some extent these may be 
comparable to other operative procedures. The importance that the women attach to these 
procedures and what significance the outcome may hold for the individual may be more 
powerful determining factors as to the type of mood experienced than the actual surgical 
procedure itself.
1.3.0 Impact of infertility on the marital relationship
There are many factors associated with the infertility investigations that are likely to 
add to the strain on the marriage. For example, as discussed in the section above some of 
the tests involved in the investigations are of an intimate nature. The importance attached 
to having a child may vary between spouses and this may be another area of conflict for the 
couple. There may be external pressure on the couple to have children from family and 
friends and if the couple are guarded about their infertility these stressors may have greater 
impact. There may be issues to do with apportioning blame for the infertility especially if a 
diagnosis has been made.
The impact of being given a diagnosis on the marriage has been investigated by 
Marshall ( 1967 ). Couples where both partners had been diagnosed as having an organic 
cause to the infertility were compared with a group of functionally infertile couples, 
couples with children but who were previously functionally infertile, and couples with 
children with no history of infertility. The results showed highest levels of role conflict and 
hostility in the marital relationship of the organically infertile couples, followed by the 
functionally infertile, the previously functionally infertile, with the couples with children 
showing the least conflict and hostility. These subjective assessments were made before the 
diagnosis had become apparent and the levels of hostility and conflict observed may have 
been associated more with the investigations than the diagnosis per se. It is interesting none
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the less that the greatest levels of hostility and conflict were found in the couples with 
organic causes of infertility. As the findings were subjective it is difficult to determine the 
actual levels by which these groups differed on the hostility and conflict.
A few studies have carried out similar comparisons between infertile couples and 
couples with children using standardized measuring instruments. Similar scores for the 
inferlie couples when compared to couples with children on the Marital Satisfaction 
Inventory have been reported by Sklar ( 1984 ). A comparison between infertile women, 
women with children, and voluntary childless women using the Dyadic Adjustment Scale ( 
DAS ) has been reported by Callan ( 1987 ). The women with children were mostly 
recruited from university courses and by word of mouth. The voluntary childless couples 
were recruited from sterilization clinics, newspaper advertisements, and word of mouth. 
The infertile women were currently involved in the in-vitro ( IVF ) treatment program to 
have a child. None of the infertile women had adopted children. The DAS was 
administered to these groups of women. Though the DAS scores for women with children 
were significantly lower across all the sub-scales, all the scores fell in the normal range for 
married women. The infertile women showed the highest levels of affectional expression 
and marital satisfaction towards their partner than the other two groups. Given the higher 
level of education in the group of women with children it is possible that they were more 
likely to show a greater amount of independence on questions relating to agreement about 
matters relating to marital consensus and perhaps less likely to be involved in the same 
activities as their spouce ( i.e. dyadic cohesion ). The method of recruiting the comparative 
samples from self-selected groups of women could also have biased the results to some 
extent. Finally, given that the infertile women in this study were on the IVF treatment 
program implies a further problem of selection bias in that those couples who pursue 
treatment this far would have had to cope with the earlier problems and stresses
encountered with the preliminary infertility investigations. They would need to have had a 
strong marital relationship to get as far as the IVF program.
A further comparison of marital adjustment for couples on an IVF program and 
couples seeking donor insemination ( A.I.D. ), to normative data for people attending a GP 
practice on the Golombok-Rust Inventory for Marital Satisfaction ( GRIMS ), showed that 
the infertile women have a similar level of marital functioning to that of the normative 
sample ( Cook, Parsons, Mason, Golombok, 1989 ). The mean of the total score on the 
GRIMS for the infertile men was significantly lower than the mean scores for male GP 
attenders. Using a cut-off value on the GRIMS to indicate the presence of marital 
problems, 30.5 % of the women and 17.8 % men from the infertile couples were found to 
have a high level of marital dysfunction. On average the couples had been married for ten 
years, which is longer than the mean duration of marriage for most of the other studies. At 
a subjective level these authors found that 71 % of the women were reporting that the 
infertility had affected their marriage. Of these about a third reported the infertility to have 
had a positive effect on their marriage, a third reported a negative effect, and the remainder 
reported both a positive and negative effects of the infertility on the marriage. Similar 
ratios of the affect on the marriage were reported by 53 % of the men who acknowledged 
that the infertility had made an impact on the marital relationship.
Cook et al also found significant correlations between measures of depression (using 
the BDI ), anxiety ( using the STAI ), and scores on the GRIMS and the GRISS 
(Golombok-Rust Inventory for Sexual Satisfaction ), for both males and females separately 
from these infertile couples ( with the data being combined for the IVF and A.I.D. groups ). 
As there were a limited number of subjects in this study breakdown of the groups into sub­
groups for comparisons for different diagnoses, different durations of infertility, and the 
types of investigations already carried out, may have proved difficult. Also, the authors did
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not state how many of the subjects had primary infertility and how many already already 
had children. Of interest also would have been comparisons between the infertile men and 
women on the measures that had been used, in addition to the comparisons to the 
normative data that are reported. The adequacy of using a GP population for the purposes 
of normative data for the GRISS and the GRIMS could also be questioned.
Similar findings to those of the above study are reported by Raval et al ( 1987 ) for 
the marital relationship of infertile couples. As with Cook et al, the subjective reporting by 
infertile couples about the impact of the infertility on the marital relationship showed that 
the infertility was perceived as having both positive and negative effects. For both the men 
and women, Raval et el found the recognition of the infertility to be associated with an 
increased frequency of couples reporting marital problems ( for retrospective reporting by 
the couples ). This compared with fewer reports of marital problems before the recognition 
of infertility and after the commencement of infertility investigations. Hence, the women 
showed a major increase in marital problems after recognition of infertility, but prior to 
treatment. The men showed a similar but muted trend. The mean scores on the Dyadic 
Adjustment Scale ( DAS ) for these couples were similar to the normative scores for 
married men and women. There were no significant differeces between the males and 
females on the DAS scales. This study also carried out multiple regression analyses to 
determine predictor variables for marital adjustment. For women a poor overall marital 
adjustment was predicted by being in the initial stage of infertility investigates ( i.e. having 
undergone tests for ovulation ). For men a lower self-esteem was associated with poor 
overall marital adjustment.
In a study by Humphrey and Humphrey ( 1987 ) comparing couples with the 
infertility being diagnosed in the male ( i.e. couples seeking A.I.D. treatment ) to couples
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seeking adoption and couples with children, it is interesting that the men from the A.LD. 
couples rated themselves significantly lower for the amount of affection given and received 
from their partners. Such a difference was not found for the females across these three 
groups. No differences were found for dominance within the marriage either for men or 
women across these three groups. From this group 17 % of the individuals were previously 
married, and four couples had a child from their present relationship. It is not clear from 
this study why only half of the original sample of 100 was used in the data analysis. Also, 
as the A.LD. group consisted of individuals with first and second marriages and it is 
difficult to assess any particular biasing influence that this may have caused.
In a postal survey conducted by Weltzien ( 1983 ) the marital relationship for the 28 
% responders from the 300 couples approached was found to be similar to normative 
scores for the DAS. From these responders about half the number of responses were made 
by the wife only. These women where the partner had not participated obtained DAS scores 
similar to those for divorced women. With the low respose rate in this study it is difficult to 
know how characteristic the subjects sending their questionnaires back were of the initial 
sample approached.
In one of the few prospective studies the subjective findings reported by Lalos et al ( 
1985 ( II ) ) suggest that, at least, for those couples where the wife had undergone tubal 
surgery the marital relationship was rated as being good both before and 2 years after the 
wife’s operation. Despite rating their marital relationship favourably, the couples rated their 
positive feelings towards each other as decreasing after the operation. A greater number of 
men were found to report that their wife’s operation to have had a negative effect on their 
marriage at two year follow-up.
In summary, the studies that have used standardized measures to assess the marital 
relationship indicate that on the whole infertile couples have similar levels of marital
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functioning as both couples with children and voluntary childless couples. Many of the 
studies have included infertile couples who have completed most of the preliminary 
medical investigations, and there may be a self-selection bias for those couples with a 
stronger marital relationship to continue to seek treatment. It may also be the case that 
those couples who volunteer to participate in studies already have a strong marriage. There 
is some suggestion that there may be a transient worsening of the marriage after the 
discovery of the infertility and with the initial stages of medical investigations ( or perhaps 
more specifically with the wife undergoing tests for ovulation). There is tenuous support 
for the suggestion of self-selection bias from the survey by Weltzein ( 1983 ) in that where 
only the wife had replied the scores on marital adjustment are similar to those for divorsed 
women. Future research needs to investigate issues relating to drop out rates from medical 
procedures, couples where only the female is willing to participate, and those couples not 
willing to take part in research studies. These factors by their vary nature make such 
subjects difficult to recruit for research projects, but it may well be that it is these infertile 
couples who are experiencing the greater levels of distress.
1.4.0 The impact of infertility on the sexual relationship
Anecdotal studies have made the suggestion that infertility may lead to sexual 
difficulties being experienced by the couples ( Keye, 1984 ). Very few studies have 
evaluated this claim by making use of more standardized methods of measurement. Some 
of the types of sexual difficulties thought to be experienced by infertile couples are 
discussed by Keye ( 1984 ). The types of problems identified by Keye include dysparaunia, 
inhibited sexual desire, stated or perceived need for sex on schedule, a goal orientated 
approach to sex, unrealistic sexual demands by one partner, and the stated or perceived 
need to have coitus in a highly structured and predetermined way. There may also be
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changes in the sexual practice of couples leading to a greater frequency of coitus around 
mid-cycle ( and decreased frequency at other times in the month ), a decrease in the variety 
of sexual expression, and a change in which partner initiates sex.
A few recent studies have made an attempt to identify the sexual behaviour of 
infertile couples. For example, it has been found that infertile women report a decrease in 
the freqeuncy of coitus after becoming aware of their infertility ( Battaglia, Graziano, 
Scafidi-Fonti, 1983 ). This study also reported a decrease in frequency of coitus for those 
women experiencing the infertility in a negative way, or those expressing a strong desire to 
have a child. Scheduled intercourse was found to be associated with a decrease in sexual 
desire. These findings were based on subjective ratings provided retrospectively, and it is 
not clear which of the changes reported already existed before the investigations and which 
had their onset after the commencement of the medical tests.
In a group of 98 couples with no previous history of infertility investigations, 
information obtained from diaries kept for monitering sexual behaviour by the women is 
reported by Ratalia and Koskimies ( 1988 ). The diaries were kept for three months. This 
study included couples with primary and secondary infertility. The mean frequency of 
coitus reported by the women and men was found to decrease somewhat at follow-up. Only 
66 women had agreed to keep the diaries. Out of these women 53 were still infertile at 
follow-up. From these 53 couples 13 were found to report instances of extravaginal 
ejaculation. Of all the 1,432 instances of coitus reported by the women 49 % were 
orgasmic. Eight women were found to complain of anorgasmia, and of these 5 were 
anorgasmie all the time. The combination of the primary and secondary infertile women in 
this study may proclude some of the differences that may exist between these two groups. 
The severity or duration of the sexual problems that were reported are not assessed in this
study. There is some suggestion from this study that the men may be more likely to 
experience the sexual problems than the women.
Two studies have used standardized sexual inventories for couples seeking IVF and 
A.LD. treatment. Results for 45 couples seeking A.LD. treatment are reported by Fagan, 
Schmidt, Rock, Damewood, Halle, and Wise ( 1986 ). These authors have used the 
Derogatis Sexual Functioning Inventory ( DSFI ), as well as, DSMIH diagnosis criteria for 
sexual dysfunction. All the couples were of social class categories of 3 and above, 
reflecting their ability to pay for the treatment they were seeking. A frequency of 1-3 times 
per week for intercourse was reported by 86 % of the women and 79 % of the men. On the 
DSFI these couples scored in the normative range for all the scales on this instrument. 
Using the DSM HI criteria 3 men were identified as having premature ejaculation and one 
as having impotence. One woman was identified as having anorgasmia, one as having 
vaginismus, and one as having inhibited sexual desire on the DSM HI criteria. None of the 
people identified to have sexual problems were married to each other. In 3 out of 7 of these 
couples a diagnosis of unexplained infertility was found; with a significant correlation 
being reported between sexual dysfunction and a diagnoses of unexplained infertility. The 
couples in this study were self-selected by the ability to afford private treatment for LVF, 
and their wish to continue with treatment after having undergone all the preliminary 
medical investigations.
Results from a combined group of couples seeking LVF and A.LD. treatment are 
reported by Cook et al ( 1989 ). This study has been discussed in greater detail in the 
previous section. At a subjective level none of the men or women from these couples had 
rated the infertility to have had a positive effect on the sexual relationship. This contrasted 
with at least a third of the men and women ( of those reporting that the infertility had any 
effect on the marriage ) feeling that the infertility had a positive effect on the marriage. A
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negative impact of the infertility on the sexual relationship was reported by 50 % of the 
women and 23 % of the men. The Golombok-Rust Inventory For Sexual Satisfaction ( 
GRISS ) was used to evaluate the sexual relationship in this study. This instrument 
provides a total score of sexual functioning. As well as this, sub-scales provide scores for 
dissatisfaction, frequency of intercourse, non-communication, avoidance of sex, and non­
sensuality within the sexual relationship. Seperate scales for impotence and premature 
ejaculation are given for males, and ones for anorgasmia and vaginismus are given for 
females.
For these couples in the study by Cook et al the overall mean scale scores on the 
GRISS showed no difference against standardized mean scores for men and women from a 
GP population. On the total GRISS scores of the infertile couples 3 women and 8 men 
were found to score above the cut-off point indicating sexual difficulties. The infertile men 
also showed significantly less avoidance of sex than the men in the GP sample. On the 
GRISS the scale scores for the GP population have been shown to indicate significantly 
less sexual dysfunction than men and women attending a clinic for the treatment of sexual 
problems. Also, significant correlations between depression and state anxiety couple scores 
with the GRISS total couple scores were reported.
Similarly low levels of sexual dysfunction using the GRISS for infertile men and 
women are reported by Raval et al ( 1987 ). Percentages of men and women scoring above 
the cut-off points for the individual scales of the GRISS were found to be similar to the GP 
normative data. As with the above study the only significant difference is that of the 
infertile men showing less avoidance of sex than the men from the GP sample. For women 
poorer overall sexual adjustment was predicted by contact with children exerting a negative 
impact and by a shorter duration of infertility. For the men poorer overall sexual 
adjustment was predicted by a low frequency of intercourse, with clinic attendance being
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perceived as exerting a negative impact on the marital and sexual relationship, and a 
diagnosis of unexplained infertility. At a subjective level a greater percentage of men ( 30 
% ) and women ( 64 % ) reported retrospectively that they had experienced sexual 
difficulties after becoming aware of their infertility.
The subjective findings in the study by Lalos et al ( 1985 ( IT) ) showed that at a two 
year follow-up after the women had undergone tubal surgery, a greater number of the 
women felt that their sexual relationship had deteriorated. In contrast the partners of these 
women rated the sexual relationship as remaining the same at follow-up.
In summary, there is some retrospective subjective evidence indicating that the 
infertile couples perceive the recognition of infertility to have a negative impact on the 
sexual relationship. This réponse is more prevalent in the women than in the males. Studies 
which have employed more standardized measures are finding that on the whole the 
frequency and severity of the sexual dysfunction experienced by infertile couples is no 
different to the general population, and significantly less than couples having treatment for 
their sexual difficulties.
Although the prevalence and severity of sexual dysfunction is low for the infertile 
couples, there are some individuals who experience sexual difficulties at a clinical level. 
Factors such as a diagnosis of unexplained or male infertility, a negative impact of 
infertility investigations or treatment, greater levels of emotional affect, a negative impact 
of the infertility on the marital relationship, and being greatly upset by seeing other people 
with children have been found to be associated with a greater level of sexual dysfunction. 
Some tests such as the PCT and the tests for ovulation have also been reported to be 
associated with transient phases of sexual dysfunction. The same factors may be acting 
differently for the males and females, and also it is likely that different factors may be 
associated with sexual dysfunction in the males and females. There is also a need for
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prospective studies in order to determine more specifically whether the sexual problems 
that are experienced are transient ( and if so what factors have a causative impact ), or 
whether for some couples these problems become more chronic.
1.5.0 Coping with infertility
More recently research has focused on how well couples are coping with their 
infertility. Only a limited number of studies have reported on the level of coping being 
shown by the infertile couples.
One study has reported information from interviewing 50 infertile couples ( Wollett, 
1985 ). The subjects in this study were recruited from magazine advertisements, and 
through direct contact by couples finding out of the authors interest in this area of work. 
From these only 42 women and 8 men were actually interviewed. The subjects included 
those with primary and secondary infertility and those where the infertility was secondary 
to other gynaecological problems in the female. The interviews were retrospective with the 
infertility having been investigated one and a half to six years prior to these. The trends that 
emerged from this study were that most of the subjects used strategies concerned largely 
with maximising external resources ( i.e. seeking medical help and becoming 
knowledgeable about infertility and reproduction ). Others were concerned with redefining 
the problem and managing the negative concepts of themselves and those of other people 
towards infertility. Seeking social support, building up positive self-concepts and finding 
other ways of having needs met were strategies employed less frequently, and when used 
were less thoroughly explored. These findings provide useful markers for further research, 
though given that the people interviewed form a very heterogenous group of infertile men 
and women these findings need to be interpreted with caution. There may also be bias 
resulting from the way in which the subjects were recruited. Also, the number of men
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finally interviewed is small and hence these findings are more reflective of how the 
infertile women were coping with the infertility.
The study previuosly described by Hearns et al ( 1987 ) has reported scores for 
infertile couples ( study uses a Canadian sample ) on the revised version of the Ways of 
Coping Checklist ( Folkman and Lazarus, 1985 ). The scores were reported for 300 cuples 
being enroled for IVF treatment. The mean scores for the couples were reported together 
for males and females. Unfortunately the study did not provide comparative analysis for 
males and females, nor any normative data by which to compare the results obtained. These 
results are supportive of those reported by Wollett ( 1985 ) in that the infertile couples 
appeared to be using more problem focused coping ( i.e. maximising external resources ). 
They also appeared to be redefining the problem ( emphasis on the positive ) and seeking 
social support.
In the study by Raval ( 1986 ) avoidance of children was found to be predictive of 
higher levels of anxiety for women from couples with primary infertility. Avoidance of 
children was also predictive of poorer marital cohesion and less communication about the 
sexual relationship with their partner for these women.
The Ways of Coping Checklist ( WOC ) has also been used in the study by Cook et al 
already discussed above ( 1989 ). The authors have not reported the mean scores for the 
scales of the WOC. Also, the data was combined for couples seeking IVF and A.LD. 
treatment. The findings that have been reported are comparisons of the other questionnaire 
data ( split into high and low levels of distress ) with the WOC scales. The results show 
that the groups with high levels of depression ( on the BDI ) and state anxiety ( on the 
STAI ) used a significantly greater level of avoidance coping than those with low levels of 
state anxiety and depression. These findings were significant for seperate male and female 
comparisons for high and low anxiety and depression groups. Women with high trait
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anxiety also showed greater levels of avoidance coping. These differences were not 
observed between avoidance coping and scores on the GRISS and the GRIMS.
Father research is needed to assess the level of coping and the types of adaptive and 
maladaptive coping strategies used by infertile couples. The few studies conducted so far 
seem to indicate that infertile couples use adaptive ( e.g. problem focused ) methods af 
coping, as well as, others which may be maladaptive ones in the context of the infertility ( 
e.g. avoidance ) but appropriate in other circumstances ( e.g. avoiding quarrelsome people 
). Finally, there is some indication that avoidance as a coping strategy is being used more 
by couples showing greater levels of emotional distress.
1.6.0 General limitations of the studies
There are several methodological problems associated particularly with the earlier 
studies in this area of research. One of the difficulties has been the use of mainly subjective 
information gathering methods, and though this type of information has identified trends it 
has not informed the reader about prevalence and severity of the types of problems being 
experienced by the infertile couples. Few studies have attempted to take into account the 
affect of extrinsic factors such as duration of infertility, time spent in treatment and 
investigations, diagnostic outcome, stage of investigations, and the association that these 
may have on the observed levels of functioning. For example, those studies reporting 
results for couples being accepted for IVF treatment are likely to have a bias in favour of 
well adjusted couples given that they have "lasted the course".
Another difficulty has been the use of a variety of control groups in studies that have 
tried to compare the results for inferile groups with others. In some ways there is no 
directly comparable group to infertile couples. Attempts to control for equivalent surgical
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experiences ( e.g. Wallace, 1985 ), or other similar gynaecological characteristics, or 
controlling for children, create their own biases in the samples used.
One of the main problems has been the heterogeneity observed in the groups of 
infertile couples used. It may well be that couples with primary infertility are distinct from 
those with secondary infertility in several important ways. In fact some studies have shown 
differences between women with primary and secondary infertility ( e.g. OMoore et al, 
1983 ). In the same way the characterstics of different diagnostic sub-groups within the 
infertile population may be distinctive for that sub-group. By collapsing these sub-groups 
important differences may be lost in larger group comparisons. Also, very few studies have 
diffemtiated those couples where the infertility is in the male from those where it is in the 
female. Further research is needed to look more specifically at such differences.
At a practical level most subjects do not become identified for research purposes 
until they have started to undergo medical investigations at a hospital. At best studies have 
tried to take into account factors such as duration of hospital investigations and length of 
infertility. However, many studies have failed to report such information about the 
subjects. Even fewer studies report on whether the subjects have had previous hospital 
investigations or treatment, or if they are undergoing these investigations for the first time. 
Such confounding factors may influence the results that are obtained. Of more importance 
is that such factors make it difficult to establish cause-effect relationships.
With such methodological problems being evident it becomes difficult to evaluate the 
results for consistent patterns. Also, given the heterogeneity of the groups used in many of 
the studies cause-effect relationships are obscured.
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17.0. Summary
There is evidence to suggest that some infertile couples experience emotional 
problems, but that for the vast majority these are not experienced at a clinical level. Also, 
the inferile women experience emotional problems such as depression and anxiety with 
greater severity and prevalence than their partners; though even when this is the case the 
problems are experienced at the low levels which are in keeping with normative mean 
levels for standardized measures. There is a tentative suggestion that couples where a 
diagnosis of male infertility has been made may show greater levels of distress.
There is some evidence to suggest that particular stages of infertility investigations ( 
e.g. having completed tests for ovulation ), and specific tests such as the PCT are 
associated with increased negative affect on the emotional, marital, and sexual functioning. 
The same day PCT appears to be particularly associated with negative affect. There is no 
evidence to suggest that the reported negative affect leads to long-term problems.
There seems to be little difference in the overall coping with operations involved in 
the infertility work-up for women with primary infertility in comparison to women with 
secondary infertility and those undergoing the same operation for sterilization ( Wallace,
1985). The women with primary infertility did show higher levels of anxiety both prior to 
and after the operation. In the study by Lalos et al ( 1985 ( H ) )  infertile women undergoing 
surgery for blocked tubes report elevated levels of psychological distress both before the 
operation and at two year follow-up. Therefore, the amount of emotional distress 
experienced by the infertile women may be determined by other factors such as the amount 
of importance attached to the operation, and the perceived function it serves towards 
solving the problem.
Few studies have used longitudinal research designs in order to investigate changes 
over time. The hypothesis that infertility is associated with a grief reaction has been
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strongly put forward in the anecdotal literature ( e.g. Menning, 1980 ). However, the few 
longitudinal studies carried out ( i.e. Lalos et al, 1985 ( I I ) ;  Wallace, 1985; Daniluk,1988) 
lend little support to this hypothesis. In the study by Lalos et al the infertile women were 
found to be reporting similar levels of emotional distress at follow-up to those they were 
reporting two years previuosly.
The marital relationship of those infertile couples taking part in research projects 
does not appear to differ from those of other couples. The finding that many infertile 
couples have reasonably good marriages may be a reflection of having to have this if they 
are going to seek and continue with infertility investigations and treatment. Research 
findings on drop-out rates from infertility investigations and subsequent treatment, and 
drop out rates before the initiating of these are not known. Also, couples where the wife is 
the predominant partner involved in the infertility investigations, or those couples refusing 
to participate in research projects may have different marital charateiistics. Some tentative 
support for this suggestion is evident in the findings reported by Weltzein ( 1983 ) in that 
those women responding without their partners had marital scores on the DAS which were 
similar to the norms of divorced women. Therefore, those couples actively involved in the 
infertility investigations and treatment may represent a well adjusted self-selected group of 
people.
There is some evidence to suggest that infertile couples experience emotional, 
marital, and sexual problems, but that few individuals experience these at a severe level. 
Those that do experience these at an elevated level also show signs of negative affect to 
their infertility and to some of the infertility investigations. The couples appear to use 
problem focused methods and seek social support as ways of coping with the infertility. 
There is a tentative suggestion that using avoidance as a coping strategy may be associated
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with those couples showing elevated emotional distress, and as such may be a maladaptive 
coping method in that instance.
1.8.0 The Present Study
Very few studies have used standardized measures to evaluate the problems being 
experienced by infertile couples. Also, only three studies ( i.e. Lalos et al, 1985 ( H ) ;  
Wallace, 1985; Daniluk, 1988 ) have followed-up infertile couples in order to investigate 
the effect of time on emotional, marital, and sexual functioning. These longitudinal studies 
have, however, consisted of subjects from a very small and specific sub-section of those 
with infertility. Also, very few studies have attempted to relate demographic factors such as 
stage of testing and the diagnosis, to the levels of emotional, marital, and sexual 
functioning. Few studies have evaluated the effects of infertility on self-esteem, and those 
which have, have only used subjective methods to do so.
It was with these considerations, especially the use of standardized measures, that the 
original study by Raval et al ( 1897 ) was undertaken. The present study is a follow-up 
evaluation of the infertile couples seen originally by Raval ( 1986 ). As there is a need to 
conduct studies to assess the changes experienced by infertile couples, it was hoped that 
this study would be able to provide some information on the outcome for the infertile 
couples. More importantly the evaluation of change over time required the assessments to 
be carried out using standardized measures.
The present study assessed the levels of anxiety, depression, and hostility currently 
being shown by both infertile couples and those who were infertile when seen originally 
but who had subsequently been able to have children. The couples were also assessed on 
current marital and sexual functioning. Their level of coping and self-esteem were also
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assessed. The couples were assessed for the present study 3 years and 4 months after their 
initial assessment.
1.8.1 Aims and hypotheses
The aim of the present study was to investigate the long-term effects of infertility, 
and the reactions the couples were showing as a result of the infertility. Effects of the 
infertility on the marital and sexual relationship, and on emotional well-being were 
explored. Also, the effect of the infertility on self-esteem and on how the couples had 
coped with the infertility were investigated.
Differences on the above factors between the infertile couples and those who had 
been able to have a child were explored. Possible factors that may have discriminated for 
the outcome of remaining childless and having children were investigated.
Several specific hypotheses were put forward based on the findings of the other 
studies :-
1) Better levels of emotional, marital, and sexual adjustment would be found for the 
couples whose infertility had been resolved ( i.e. previously infertile couples who had 
been able to have a child ).
2) Greater levels of emotional, marital, and sexual problems would be associated with less 
adaptive ways of coping by the infertile couples ( e.g. avoidance of children, and 
internalized ways of coping such as self-blame and wishful thinking ).
3) A diagnosis of male infertility would be associated with poor emotional and sexual 
adjustment for childless couples.
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2.0 Methods
In this section details are given specifically for the present study. As this study is 
a follow-up study of couples who were seen originally when undergoing infertility 
investigations, many of the details about the selection of subjects, the initial subject 
characteristics, a full evaluation of the measures used and a review of suitable 
measures initially considered for use has already been discussed by the present author 
( Raval, 1986 ). Hence, the focus of this section will be to present relevant information 
for this study only.
2.1.0 The recruitment of couples
The couples were originally recruited from the out-patient department at St. 
Mary’s Hospital, Manchester ( Raval, 1986 ). From a consecutive series of 64 couples 
who met the inclusion criteria ( i.e. primary infertility, no previous infertility 
investigations, and both partners willing to participate ), 47 ( 73 % ) agreed to take 
part in the original study. Once the present investigator had been introduced to the 
couple by the medical practioner an appointment was made to see the couple at the 
hospital. The couple were assured that the study was independent of medical 
procedures and that their paticipating would bear no influence on their infertility 
investigations or treatment.
For the present study the 47 couples who participated in the original study were 
approached by letter. Before this was done consent to approach them was obtained 
from the consultant doctors under whose care they had been and from their general 
practioner. They were reminded of their initial participation and their consent was 
sought for a follow-up interview to be conducted. They were provided with a return 
slip with the options of being interviewed at the suggested time, to ask for a more
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convenient time for the interview, or to decline from taking part. If no reply was 
received to original letter then a second letter was sent. Home visits were suggested 
for those couples no longer attending the clinic. Those still attending the clinic were 
offered an appointment at the hospital, with the option of a home visit if this was more 
convenient.
For those subjects who had moved or who did not reply to the second letter the GP 
was contacted to get a current address. The relevant Family Practioners’ Committee 
was approached for those couples who had moved area and changed their GP. If the 
latter no longer had any patient details then no further avenues were available to find 
out the current address of the couple. As the majority of the couples were no longer 
attending the infertility clinic, appointments were made to see the couples at their 
home. Of those still attending the clinic only one couple was seen at the hospital as 
the rest of these couples preferred a home visit.
The couples were seen 3 years and 4 months ( on average ) after their initial 
participation in the study by Raval ( 1986 ). The couples were compared for the main 
outcome of whether they were still infertile or had been able to have a child during 
this three year interval. For those couples remaining infertile the outcome was 
assessed in terms of whether they were still attending the clinic for treatment or 
further investigation, were on the waiting list for treatments such as the IVF or A.LD. 
program, or whether they were no longer attending the infertility clinic.
2.2.0. Procedure
All but one of the couples were interviewed at their home.The couples were 
firstly given a brief introduction about the present study. They were then given 
instructions on how to fill in the questionnaires. They were reminded that the study
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was independent of any hospital contact that they may still have had. They were also 
reassured about the confidentiality of the information that they provided for the 
interview. The couples were not required to put their name on the questionnaires as 
these were numerically coded after the interview.
One of the partners was then requested to fill in the questionnaires ( DAS, 
GRISS, MAACL, Rosenberg’s self-esteem questionnaire, and the WOC ) in a seperate 
room whilst the other was interviewed. The questionnaires had been grouped in the 
same sequence for all subjects with the GRISS being presented at the end, as it was 
felt that this was the most sensitive of the questionnaires. The interview format started 
with asking the subject for demographic information relating to the infertility 
investigations, and how they had reacted to the diagnosis. This was followed by 
questions relating to the effect that the investigations had on the marital and sexual 
relationship. The couples were then asked about the situations that they had avoided 
or become involved with as a result of the infertility. Finally the coulpes were asked to 
fill in the Guttman scales at the end of the interview.
The interview lasted about half an hour ( about the same time taken to fill in the 
questionnaires ). The procedure was then reversed to interview the other pamtner. 
Once both partners had been interviewed and had completed their questionnaires, they 
were seen together and given the opportunity to ask the investigator any questions, as 
well as, being allowed to reflect on their experience with infertility and the current 
interview. This was done to allow the couple to vent any distress that the material 
covered in the interview may have caused.
Four couples who had agreed to be interviewed were no longer able to keep 
their appointment, but instead agreed to fill in the questionnaires and answer the 
questions for the interview schedule at home. These were returned to the author by
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post. These couples had been instructed to fill in the questionnaires independently of 
their partner.
2.2.1. Diagnostic categories
The five diagnostic categories which were used by the present author ( Raval, 
1986 ) for classifying the subjects, were maintained for this present study. The first of 
these was infertility due to male aetiology. If the ejaculate contained only between 10 
to 20 million sperm/mm ( or less), was less than 2mm in volume, and less than 75 % 
of sperm were mobile ( of which greater than a quarter had abnormal morphology ), 
then a diagnosis of oligospermia was used. The diagnosis of azoospermia was given 
for the total absence of live sperm in the ejaculate. Other problems such as impotence 
and structural damage to the testes were included in the diagnosis of male infertility if 
these were implicated in the aeitology.
A classification of female aetiology was made if organic factors in the woman 
were causally implicated for the infertility. This included medical problems such as 
ovulatory problems, damage of the fallopian tubes, endometriosis, polysystic ovarian 
disease, and other organic impairments.
Some couples had undergone most of the routine investigations without any 
medical factors being identified as possible causes of the infertility. These couples 
were classified as having unexplained infertility.
Finally a classification of still under investigation was used for those couples 
still attending the clinic, and for whom no medical diagnosis had been made. Also, 
those couples who had dropped out of the clinic before all the investigations had been 
completed were classified under this category, though the distinction was made of 
them failing to continue with the investigations.
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2.3.0 Materials
The materials used in this study were aimed at eliciting information in three 
ways. Firstly, standardized measuring instruments were employed in order to assess 
emotional, marital, and sexual functioning; along with the types of coping strategies 
that were being used by the couples to deal with the infertility. A semi-structured 
interview was employed in order to cover demographic information and also to obtain 
subjective information about the couples’ experience of the infertility investigations. 
Guttman scales were developed to assess the couples’ satisfaction with the 
investigations and the level of avoidance they were showing towards children.
Standardized measures were used to assess the emotional, marital, sexual, and 
coping styles being displayed by the couples. All these measures had been used in the 
original study apart from the coping measure. As much of the information concerning 
the usefullness, structure, validity, and reliability of those measures which had been 
used previously has been given by Raval ( 1986 ) only a brief description of these 
measures will be given in this section. The questionnaires used in this study included 
the Multiple Affect Adjective Checklist ( Zuckerman and Lubin, 1965 ), Rosenberg’s 
self-esteem questionnaire ( Rosenberg, 1965 ), the Dyadic Adjustment Scale (Spanier, 
1976 ), the Golombok-Rust Inventory of Sexual Satisfaction ( Rust and Golombok, 
1986 ), and the Ways of Coping Checklist ( Folkman and Lazarus, 1985 ).
A structured interview schedule was also employed. In addition Guttman scales 
were used to assess the level of avoidance being shown by the couples towards 
children, their opinion of the infertility investigations, and the amount of upset caused 
by not being able to have a child.
43
2.3.1 The Multiple Affect Adjective Checklist ( MAACL )
The MAACL consists of 132 words and the subject is asked to tick those words 
which describe how they have felt over a specified period of time. The MAACL yields 
scale scores for depression, hostility, and anxiety. These scales are indicative of 
emotional affect but do not provide scores which are congruent with a clinical 
diagnosis of depression or anxiety. Specific words are counted towards the total scale 
score if they are ticked ( plus words ) or left unmarked ( minus words ). Each plus or 
minus word used in a particular scale is weighted as one and the total scale score is 
thus made up from the summation of these words. High scores are indicative of 
greater distress. The depression scale is made up from 40 such words. The anxiety 
scale contains 21 words and the hostility scale contains 28 words. The remaining 43 
words on the MAACL do not count towards these scales. Futher details of the 
MAACL can be found in the manual for this measure ( Zuckerman and Lubin, 1965 ). 
The MAACL is shown in appendix. 1.
2.3.2. Rosenberg’s Self-Esteem Questionnaire
The Rosenberg scale for self-esteem is designed to have unidimensionality and 
thus enables scores to be ranked along a continuum from high to low self-esteem 
(Rosenberg, 1965 ). The range of scores vary from zero ( high self-esteem ) to six 
(low self- esteem ). The questionnaire consists of ten items which are in the form of a 
four point Guttman scale. Each item therefore has four forced choice responses 
(strongly agree, agree, disagree, and strongly disagree ). The items are equally worded 
for positive and negative responses to control for bias.
Rosenberg ( 1965 ) views the questionnaire scores of high self-esteem as 
indicative of the feeling that one is " good enough ". The individual with high self­
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esteem is seen as viewing himself as a person of worth and having self-respect, but 
not being in awe of himself. The individual with high self-esteem does not necessarily 
consider himself superior to others and recognises his limitations. This questionnaire 
is shown in appendix.2.
2.3.3. The Dyadic Adjustment Scale ( DAS )
The DAS is a 32 item scale and requires the subject to make forced choice 
responses for all of the items ( Spanier, 1976 ). Most of the items are rated using 
responses ranging from strongly agree to strongly disagree on a six point Likert scale. 
The DAS comprises of four statistically derived scales. The first of these scales is 
dyadic satisfaction. This scale contains ten items measuring the level of satisfaction 
within the marital relationship. There are thirteen items relating to how much of a part 
the subject feels that he or she plays in making domestic and social decisions, and 
these constitute the dyadic consensus scale. Five items evaluating the extent to which 
the subject shares interests and attitudes with his/her partner make up the dyadic 
cohesion scale. Finally, the affectional expressional scale assesses the amount of both 
emotional and physical affection shown within the relationship. The latter consists of 
four items. Scores across all the items are summated to provide a total score for 
dyadic ( marital ) satisfaction. The total score has a theoretical range from 0 to 151.
Spanier ( 1976 ) views the DAS as providing a " snap shot " evaluation of 
dyadic (marital ) adjustment and regards this as essentially a dynamic process 
changing with time. The evaluation of the marital relationship is made on a dimension 
which ranges from adjusted to maladjusted. The DAS is shown in appendix.3.
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2.3.4. The Golombok-Rust Inventory Of Sexual Satisfaction (  GRISS )
The GRISS contains 28 items each of which are rated by the subject on five 
forced choice responses ranging from that item ’ never occuring ’ to ’ always occuring 
’ (Rust and Golombok, 1986 ). There are seperate forms for males and females. There 
are seven scales and all but two ( infrequency and non-communication ) contain four 
items each. The remaining scales contain two items each, with the option of summing 
the items across the partners to obtain four items. The items are equally distributed for 
the positive and negative direction of the wording.
The scales which are the same for the male and female version of the GRISS are 
avoidance of sex, infrequency of intercourse, non-sensuality ( dislike of touching the 
partner’s genital areas ), dissatisfaction with the sexual relationship, and non­
communication about likes and dislikes within the sexual relationship.
The male form has two further scales containing items relating to impotence and 
premature ejaculation. The female form contains scale items about vaginismus and 
anorgasmia. Each item is scored on a five point Likert scale and scores for each scale 
are obtained by summing across the appropriate items. A total score for sexual 
adjustment is obtained by summing across the majority of the individual items making 
up the scales. The GRISS forms are given in appendix.4. ( female ) and appendix.5. 
(male) respectively.
2.3.5. The Ways Of Coping Checklist ( WOC )
The revised version of the Ways of Coping Checklist contains 66 items which 
provide a wide range of thoughts and actions that people use to deal with taxing 
events ( Folkman and Lazarus, 1985 ). It is a process measure designed to elicit
46
information about the strategies a person uses to deal with a specific stressful 
problem. As the WOC is designed as a process measure the authors do 
not advocate it’s use as a trait measure.
The revised version of the WOC differs from the original measure in several 
ways. The original response format of Yes/No to each item has been changed to four 
point Likert scale in the revised version ( 0 = does not apply and/or not used, 1 = used 
somewhat, 2 = used quite a bit, and 4 = used a great deal ). The scoring method yields 
information about the extent to which a particular way of coping is used, as well as, 
the actual number of ways used. Redundant and unclear items from the original 
version have been deleted or reworded, and several items, such as use of prayer, have 
been added to the revised version of the WOC.
Data has been collected from differing sample groups ranging from students to 
middle-aged people in the community ( Folkman and Lazarus, 1985 ). This data has 
been analysed to yield factor analytic solutions that have given rise to five scales. The 
scales produced in this way include; a) problem focused coping ( items reflect 
practical and rational attempts to deal with the problem ), b) wishful thinking, c) 
detachment ( items reflect some level of externalising and denial of the problem ), d) 
seeking social support, and e) focusing on the positive. Also, three rationally created 
scales have been produced to take account of other logically related items with poor 
factor loadings. These include self-blame, tension-reduction ( e.g. take a holiday, 
increase the amount of eating, smoking, drinking, or drugs, and taking exercise ), and 
keeping to oneself. The alpha coefficients for the data obtained from the student 
sample range from 0.85 ( problem focused coping scale) to 0.56 ( tension-reduction 
scale ). The individual item factor loadings range from 0.47 to 0.78 across the 
items.The WOC is given in appendix.6.
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2.3.6. The Interview
A semi-structured interview format was developed for this study in order to 
cover demographic information and to assess the impact of the experience of the 
infertility investigations. Questions were asked about whether any particular 
investigations had effected the marital and sexual relationship. The couples were also 
asked about how they had reacted to the diagnosis. Their response to this question was 
rated as being positive, negative, or neutral.The subject was asked about any 
avoidance or approach strategies that he or she had used to deal with the infertility. 
The interview format is given in appendix.7.
2.3.7. Scale Measures
Guttman scales were developed for this project and each consisted of a five 
point scale for the forced choice responses that the subject could make. These scales 
evaluated several areas relating to the hospital investigations, effect that the infertility 
had on them, and the avoidance of children. These scales are given in appendix.8.
2.3.8. Information collected from case notes
The hospital case notes were referred to in order to obtain more detailed 
information about the investigations and the treatment that the subjects had 
undergone. The diagnosis that had been made by the doctor was noted, along with 
other information such as the number of appointments attended at the hospital. 
Outome was noted if such information was available ( e.g. ante-natal records ). Note 
was also made of any correspondence between the subject and the doctor if relevant ( 
e.g. patient deciding to discontinue with treatment, or the patient being put on a
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waiting list for treatments such as IVF ).In this way medical information was obtained 
for all the subjects who had participated in the original study.
2.4.0.Statistical Analysis
The subjective data was evaluated at a descriptive level and some of this data 
was analysed using non-parametric statistics. Comparisons between the infertile 
couples and those having children, along with male/female comparisons within these 
groups were statistically carried out. The data obtained from the standardized 
measures was compared in a similar way using t-tests and the two way ANOVA, with 
the aim of making direct group comparisons and to also investigate changes over time. 
Intercorrelations between the standardized measures were calculated for the different 
scales of these instruments.
49
3.1.0. Results
The results of this study are presented in the following sections
1) The descriptive data from the interviews.
2) Comparisons for outcome (i.e. not followed, still infertile, and have a child ) for the 
original questionnaire data for all the subjects taking part in the first study (Raval,
1986).
3) The comparisons between the couples with children and those still remaining infertile, 
together with comparisons between males and females for the impact of time.
4) Comparisons between different diagnostic groups for infertility.
5) The intercorrelations between the scales of the measures used.
3.1.1. Couples taking part
From the 47 couples who took part in the original study it was not possible to contact 
6 couples ( 13 % ) as their new address was not available. Hence, it was only possible to 
contact 41 couples. From those contacted ten couples (21 % ) did not wish to take part in 
the present study. Four couples who had agreed to fill in the questionnaires instead of being 
interviewed did not return these as promised. Hence, it was only possible to recruit 27 
couples ( 5 7 % )  for the present study; these couples having completed the infertility 
investigations. Of the 27 couples taking part in this study four couples had filled in the 
questionnaires and sent them back by post; mostly for practical reasons making it difficult 
for the couples to make time for the interview when the data was being collected. T-test 
analyses comparing the couples interviewed against those returning the questionnaires by 
post yielded no significant differences. In total, follow-up data was collected for 16 couples 
who were still infertile, and 11 couples who had been able to have a child.
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The data collected for four couples was not used in the statistical analysis as it was 
felt that these couples had different characteristics to the other couples. One couple was 
excluded from the data analysis because they had adopted. In another couple the wife was 
pregnant at the time of the interview. One woman who had agreed to participate had 
seperated from her partner and hence it was not possible to interview him. Finally, one 
couple was excluded because only the husdband had returned completed questionnaires. As 
it was felt that these couples may have contaminated the data they were excluded from 
most of the statistical analyses.
3.1,2. Sample characteristics
The sample characteristics are given in table. 1. No significant differences were found 
using the t-test apart from the infertile couples having a longer duration of infertility as 
would be expected. The age at which the couples stopped attending full-time education 
was noted. Each subject was asked independently as to how long they had been infertile 
and this would explain the different durations of infertiltiy reported by the men and 
women.
Table.l. Sample Characteristics
Group Age Education Length of infertility
x(s?d?) x(s?d?) x(s,d7)
Infertile 36,06 yr (4.24) 18.76 yr (3.30) 5.80 yr (3.54)
males(n=16)
Infertile 33.62 yr (4.84) 17.38 yr (2.59) 7.30 yr (2.62)
female (n=16)
Fertile 34.0 yr (4.42) 18.38 yr (3.66) 4.36 yr (2.58)
males(n=l 1)
Fertile 32.36 yr (4.43) 18.18 yr (3.45) 4.81 yr (2.18)
females(n=l 1)
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Five of the couples who had children had received no treatment from the hospital for 
their infertility. For a further five couples with children the women had received treatment 
with drugs to re-establish ovulation. In the one remaining couple with a child the woman 
had received treatment with ovulatory drugs before being given medication for 
endometriosis.
3.1.3. Medical History
The medical records for all the couples who had taken part in the original study were 
consulted in order to obtain relevant information about the infertility investigations and 
treatment, and the outcome resulting from these. Information was collected about the 
diagnosis made by the doctor, the tests that the couples had undergone, the stage of 
investigations reached, any treatment that they had received, and current status such as 
being on a waiting list for further treatment. This information is summarised in the 
following sections.
3.1.4. Outcome of the infertility investigations
Many of the couples with children were found to conceive whilst still attending the 
infertility clinic and this is reflected in finding that only four of them had actually been 
discharged by the clinic. None of these couples were currently undergoing any further 
investigations though one of the couples was still on the IVF waiting list ( this had been 
initiated before they had the child ).
Of the infertile couples five were still attending the clinic and six had terminated the 
investigations of their own accord. The couples lost to this study were found to contain a 
significantly greater number of couples who were still infertile ( 12 out of 14 ) than the 
couples who had agreed to take part in this study (16 out of 27 still remaining infertile) ;
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Table.2. Outcome of the infertility investigations
Outcome Couples lost 
to study(N=20) 
n
Couple with 
child 
(N=ll) 
n
Infertile
Couple
N=16)
N
Outcome for clinic
Patient discharged by 
clinic
6 4 5
Still in treatment 1 0 5
Patient discharged self 13 0 6
Became pregnant whilst 
undergoing tests
0 7 0
Outcome for treatment
Have a child 2 11 0
Still infertile 12 0 16
Unknown outcome 6 0 0
Treatment W/L
On IVF waiting list 5 1 2
On AID waiting list 2 0 3
Unknown outcome 7 0 0
chi-square=3.8, d.f.=l, p<0.05. The results discussed above for the outcome are given in 
table 2.
3.1.5. Diagnosis for the infertility
The diagnoses given to account for the infertiltiy by the doctor at the time of clinic 
attendence are shown in table.3. These were separated for the couples foliowed-up (i.e.
with children and infertile ) and couples lost to this study. The differences between the
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groups showed non-significant trends for greater proportions of certain diagnoses to be 
found in particular groups using chi-square analyses, but as many of the groups had low 
expected cell frequencies the results were not statistically verified. For some women more 
than one cause for the infertility was identified and this was noted.
When the diagnoses given were compared across the three groups it was found that 
the couples who remained infertile had a greater proportion of women with a diagnosis of 
polycystic ovarian disease ( 46.7 % ) and infertility related to male factors (40 % ) than 
those couples with children or those lost to the study ( for polycystic ovarian disease 
diagnosis ). The couples lost to the study had a similar proportion of male infertility 
(38.5%) as the infertile couples who were followed-up. No diagnosis was made for 65.0 % 
of the couples lost to the study as they were still under investigation when they stopped 
attending the clinic.
Table.3. Diagnosis for the infertility
Diagnosis Couples lost Couples with Infertile
to study (N=21) child (N =ll) couple (N=15)
n n n
Unexplained infertility 1 6 3
Damaged fallopian tubes 1 0 2
Ovulatory problems 1 2 0
Endometriosis 1 0 0
Polycystic Ovarian disease 0 2 7
Azoospermia 2 0 3
Oligospermia 4 0 3
Still under investigation 9 1 1
Other 2 0 2
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3.1.6. Tests carried out
Most of the women had undergone the blood tests to determine ovulatory function.
About half of the women in each group had undergone a laparoscopy, dye test, and a 
dilation & curattage. About the same number of women had undergone the post-coital test 
in each group. On the whole these findings show very little difference in the types of 
investigations that were carried out for the women across the three different groups. These 
results are shown in table 4.
Table.4. Tests carried out
Test Couple lost 
to study(N=21) 
n
Couple with 
child(N=ll) 
n
Infertile
couple
(N=15)
n
Ovulatory tests 19 11 15
Laparoscopy 12 6 8
Dye 10 6 7
Dilation & Curattage 9 7 7
Hysterosalpingography 4 1 5
Post-coital test 5 5 6
Sperm cross-over test 0 0 1
Other 0 4 2
The types of tests undergone by the women were categorised into four main stages of 
investigations. The first stage consisted of having completed the internal examination, 
usually at the first clinic appointment. Having completed the tests for ovulatory functions 
comprised of the second stage. The third stage comprised of having completed tests for 
tubal patency ( i.e. laparoscopy, dye, dilation & curattage, hysterosalpingography ). The 
fourth stage consisted of the completion of tests to assess cervical function ( i.e. sperm 
cross-over test, post-coital test ). In this way it was possible to categorise the number of
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women at each stage of investigation at termination of clinic attendance. Each stage 
reached includes the completion of the preceding one. These results are given in table.5.
There were only three women whose investigations were terminated after reaching 
the initial stage of testing. About a quarter of the women went on to complete the tests for 
ovulation, as well as, the intenal examination. Just under half of the women had all the tests 
up to the tests for tubal patency. There was little differece between the stages of 
investigations reached across the three groups of women. As might be expected there was a 
greater proportion of infertile women having had all of the infertility investigations (40 % 
of infertile women had undergone tests for cervical function). No significant differences 
were found on the chi-square analyses.
Table.5. Stage of investigation completed
Stage Women lost to 
study
n( % )
Women with 
child
n ( % )
Infertile women
n ( % )
1) Internal
Examination 2 (9.5 %) 1 (9.1 %) 0
2) Ovulatory tests 5 (23.8 %) 2(18 .2%) 2(13.3 %)
3) Tubal patency 9 (42.9 %) 5 (45.5 %) 7 (46.7 %)
4) Cervical tests 5 (23.5 %) 3 (27.3 %) 6 (40.0 %)
On the whole the men were only subjected to the sperm analysis. For those lost to the 
study 76.2 % of the men had undergone this test. All the men in the group with children 
had undergone the sperm analysis. This test was given to 80 % of the men in the infertile 
group. One of the men had undergone a testicular biopsy from the couples lost to the study.
The mean number of clinic appointments attended by the couples were similar across 
the three groups. The group not followed-up had a mean of 7.04 ( s.d.=4.87 ) appointments
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attended. The couples with a child had attended a mean of 8.45 (s.d.=5.83) appointments, 
and the infertile couples had a mean attendance of 8.61 ( s.d.=5.54 ) clinic appointments. 
The t-test comparison for the number of appointments between the groups was non­
significant.
3.2.0. Effect of the investigations
The couples interviewed were asked whether the infertility investigations had any 
particular effect on the marital and sexual relationship. In total only three women ( and no 
men ) reported that the infertility tests had a negative effect on the marital relationship. Six 
women and seven men reported the tests to have had a negative effect on the sexual 
relationship. Chi-square analyses on the different groupings were non-significant.
The results for how the couples reacted to the diagnosis that was made are given in 
table 6. Only the subjects given a diagnosis are shown in this table 6. The answers were 
rated as positive ( e.g. it helped knowing, it was a relief to know the cause ), negative ( e.g. 
knowing the cause upset me, would rather have not known ), or neutral (e.g. did not effect 
me ). As can be seen from table 6 there was a non-significant trend (chi-square analysis ) 
for a greater proportion of women to react negatively to the diagnosis of unexplained 
infertility and to male infertility. For men the trend was to react more favourably to the 
diagnosis of unexplained infertility, and more negatively to a diagnosis of male infertility.
3.2.1. Avoidance and involvement in situations
The couples were asked whether they had avoided any situations or became involved 
in situations as a result of the inferility. These results are given in table.7. For the couples
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with children these questions were answered retrospectively for the time when they had 
been infertile.
From the infertile couples significantly more women than men reported that they 
avoided certain situations due to the infertility ( chi-square= 6.5, d.f.=l, p<0.01 ). These 
women reported avoiding people with children, children’s shops, and thinking or talking 
about children. In contrast only three subjects from the couples with children reported 
avoiding situations when they were infertile. A significantly greater proportion of infertile 
women reported avoiding situations than women with a child ( chi-square=5.90, d.f.=l,
p<0.01 ).
A similar number of infertile women reported becoming involved in activities as a 
result of the infertility as those avoiding situations. The types of situations that they became 
involved in included working with children, spending more time with other people’s 
children, taking up sports, spending more time at work, taking up studying, and socialising 
more. The three infertile men who reported becoming involved in situations reported doing 
more sports, socialising more, talking about children, and spending more time at work. 
From the couples with children 4 men and 5 women reported greater involvement in 
situations as a result of the infertility. Five of these women reported working with children 
and three reported socialising more. The men with children reported similar types of 
activities as the infertile men.
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Table 6. Effects of a diagnosis
Diagnosis Positive effect 
n
Negative effect 
n
No effect 
n
Females fn=18)
Female diagnosis 2 0 2
Male diagnosis 0 5 1
Unexplained 0 7 1
Males (n=18)
Female diagnosis 1 1 2
Male diagnosis 0 4 2
Unexplained 5 1 2
Table 7. Avoidance and involvement in situations
Situation Infertile Couples 
Men Women 
n=13 n=13
Couples with child 
Men Women 
n = ll n = ll
Avoidance (Yes) 1 7 2 1
People with children 0 2 1 0
Shops for children 0 2 0 1
T.V. programmes about 
children
1 0 0 1
Talk about children 0 1 0 0
Involvement (Yes) 3 8 4 5
Work with children 0 3 0 5
Spend more time with 
children
0 3 1 1
Spend more time at work 1 2 1 0
Talk about children 1 0 2 0
Take up study 0 2 0 0
Socialise more 1 2 1 3
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3.2.2. Experience of investigations and infertility
Guttman scales were devised to assess the couples’ experience with the infertility 
investigations. The same type of scales were used to investigate the amount of upset and 
avoidance shown towards children ( for these latter scales those couples who had a child 
were asked to rate these for the time they were infertile). These are shown in appendix.8. 
These scales were alternatively worded in the positive and negative direction to control for 
response bias. The frequencies obtained on these scales for the men and women from the 
infertile and fertile couples are given in appendix.9. The ratings were compared for women 
with and without a child using the Mann-Whitney U test ( separate tests were done for the 
infertile men and those with a child ). The same test was also used to make comparisons 
between men against women separately for infertile couples and those couples with a child. 
These results are reported in the text when significant.
The first of the Guttmann scales rated the amount of information that the subject felt 
was given by the clinic doctor about the infertility investigations. The ratings made ranged 
from ’none’ ( rating = 1 ) to ’a great deal’ ( rating = 5 ). The ratings made by the infertile 
women and the women with a child were similar and showed that most of the women felt 
quite satisfied with the amount of information given to them about the investigations. The 
men from the infertile couples rated significantly less satisfaction with the amount of 
information given about the investigations than the men with a child (z = -2.53, p
<0.01). The men from the infertile couples also rated significantly less satisfaction about 
the amount of information given than their partner ( z = -1.77, p <0.05).
The second of the Guttman scales asked the subject to rate how they felt about the 
actual amount of medical information they had received in relation to the investigations. 
The scale was rated from ’far too little’ ( rating = 1 ), about right ( rating = 3 ), to ’far too 
much’ (rating = 5 ). A rating of 3 signified a more positive response in that the subject felt
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that they had received about the right amount of information ( i.e. not too little and not too 
much ). The only significant difference to emerge on this scale was that the men with 
children were rating the actual amount of information given as being far too much in 
comparison with the infertile men who felt that they had been given about the right amount 
of information ( z = -2.12, p <0.05 ).
The third scale assessed the amount of information that the subject felt that they were 
given about the treatment for infertility. The ratings ranged from ’none’ ( rating = 1 ) to ’a 
great deal’ ( rating = 5 ). The ratings for the women show that they felt similarly high 
levels of satisfaction with the amount of information given by the doctor about the 
treatment for infertility. The ratings about the amount of information given about the 
treatment were similar across the infertile and fertile men. No significant differences were 
noted across the male and female comparisons.
The fourth scale asked the subject to rate how they felt about the actual amount of 
information given about the treatment for infertility. The ratings were made from far too 
little’ ( rating = 1 ) to far too much’ ( rating = 5 ). The middle rating was indicative of 
greater satisfaction. The ratings for the infertile men were indicative of them feeling that 
the amount of information given about the treatment was too little in comparison to the 
men with a child rating that the information given was about right ( z = -2.96, p <0.005). 
The infertile women were found to rate less satisfaction with the amount of information 
given about the treatment than the women with children ( z = -1.92, p<0.05 ).
Scale five assessed the amount of opportunity that the couples felt that they had been 
given to discuss their feelings with the doctor. The ratings were similar across the groups 
with the subjects rating that the amount of opportunity given was ’little’ (the middle rating).
Scale six asked the couples to rate their satisfaction with the amount of opportunity 
given to discuss their feelings. The scale was rated from ’ far too little’ ( rating = 1 ) to far
too much’ ( rating = 5 ). The middle rating was indicative of greater satisfaction with the 
amount of opportunity given to discuss their feelings at the hospital. The mean scores 
across the groups were indicative of most of the subjects feeling that too little’ opportunity 
had been given at the hospital to discuss their feelings.
Scales seven to fifteen were answered for the present for the infertile couples. Those 
who were no longer infertile were asked to answer these questions with reference to the 
time when they were infertile.
The extent to which the couples became upset at not being able to have a child was 
assessed by scale seven. The ratings ranged from ’not at all* ( rating = 1 ) to ’a great deal’ ( 
rating = 5 ). The ratings were significantly higher for the women with a child than their 
partner ( z = -1.91, p <0.05 ). The same trend was observed for the infertile women 
becoming more upset than their partners at not being able to have a child (z = -1.72, p<0.1 
). No other differences were found between the group comparisons.
The frequency of being upset by not being able to have a child was assessed by scale 
eight. The ratings ranged from ’never’ (rating = 0 ) to being upset ’daily’ (rating = 5). The 
infertile women were found to become upset more frequently at not being able to have a 
child than their partners ( z = -2.0, p<0.05 ). No other differences were found across the 
groups.
Scale nine examined the extent to which the couples became upset by seeing other 
people’s children. The ratings ranged from ’never’ ( rating = 0 ) to ’every occassion’ ( rating 
= 5 ). The only significant difference for this scale was that of the infertile women’s ratings 
indicating greater distress at seeing other people’s children, than the ratings given by their 
partners ( z = -2.86, p <0.005 ).
The amount of avoidance shown towards people with children was assessed by scale 
ten. The ratings ranged from ’never’ (rating = 1) to ’as often as possible’ (rating= 5). All the
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groups had similarly low levels of avoiding people with children with most of the ratings 
being around the rating of ’rarely’.
The remaining scales asked the couples to rate the amount of distress caused by 
pregnant women and different aged children. The scales were rated from ’ not at all’ (rating 
= 1) to ’a great deal’ ( rating = 5 ). The first of these was rated for the amount of distress 
caused by seeing pregnant women. The infertile women showed greater distress at seeing 
pregnant women than their partners ( z = -3.66, p <0.001). The ratings were similar 
between the infertile women and those women no longer infertile. The infertile women also 
showed significantly greater distress at seeing small babies than their partners ( z = -2.79, 
p<0.005 ).
The infertile women showed greater distress at seeing toddlers than their partners (z 
= -3.06, p<0.005). Men with children also showed a a similar trend at seeing toddlers than 
the infertile men ( z = -1.78, p <0.1 ).
The children of primary age and adolescents appeared to cause less distress with the 
ratings for the latter scales being similar across the groups. The only significant difference 
was of the infertile women showing more distress at seeing adolescents than their partners ( 
z = -2.42, P<0.01 ).
In summary there was little difference for the demographic characteristics between 
the infertile couples and the couples with children. A significantly greater proportion of 
infertile women were found to be avoiding certain situations where they would come into 
contact with children. The infertile women showed greater levels of dissatisfaction with the 
amount of information givem about the infertility investigations in comparison to their 
partners. They also showed greater levels of distress associated with the infertility and at 
seeing children of different ages than their partners. The men with children showed greater
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satisfaction with the amount of information given about the infertility investigations and 
treatment than the infertile men.
3.3.0 Comparison of the initial data
The questionnaire data from the original study ( Raval, 1986 ) was compared for the 
outcome for this present study. The data was compared for those couples lost to the study, 
those followed-up with a child, and those couples remaining infertile at follow-up. These 
comparisons were made using the one-way ANOVA.
3.3.1. Comparison for self-esteem, emotional, marital and sexual adjustment
The couples were compared for the mean scores for self-esteem and the scales of the 
MAACL. These results are given in table.8. No significant differences were found for 
either the female or male comparisons for self-esteem or emotional adjustment. The only 
significant ANOVA was for depressed affect with men from the infertile couples showing 
a significantly higher level of depressed affect than the males from the other two groups (F- 
ratio = 3.34, d.f.=2, p <0.05). Also of interest was the trend for the men from the infertile 
couples to score higher for anxiety, depressed affect, and hostility in comparison to the 
other men.
The women in the three groups showed few differences in the total mean score on the 
DAS and the scale mean scores for dyadic consensus, dyadic satisfaction, dyadic cohesion, 
and affectional expression. These results are shown in table.9. The above similarity for the 
mean scores on the DAS scales was also found across the three male groups. These results 
are also given in table.9.
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Table .8. One-way ANOVA on initial mean scores on the MAACL and self-esteem
Scale Not followed-
up
mean(s.d)
Infertile
mean(s.d.)
With Child 
mean(s.d.)
F-ratio P
FEMALES
Self-esteem 1.42(1.28) 1.53(1.33) 1.09(1.30) 0.38 ns
Depression 17.19(7.05) 18.53(3.33) 18.00(4.53) 0.24 ns
Anxiety 8.42(5.81) 7.07(3.40) 7.72(4.49) 0.30 ns
Hostility 10.80(5.40) 10.23(3.05) 10.63(3.47) 0.06 ns
MALES
Self-esteem 1.09(1.37) 1.46(1.33) 0.72(1.00) 0.97 ns
Depression 13.47(5.39) 15.69(5.32) 10.00(5.49) 3.34 0.04
Anxiety 5.80(3.65) 7.53(4.34) 4.53(4.43) 1.67 ns
Hostility 9.19(5.01) 9.46(5.36) 7.09(4.15) 0.82 ns
Table.9. Comparisons of the mean scores on the DAS scales
Scale NotF/U
mean(s.d)
Infertile F/U 
mean(s.d)
With child 
F/U 
mean(s.d)
F-
ratio
P
Females
DAS total 113.66(12.43) 117.30(9.06) 117.54(13.82) 0.55 ns
Consensus 48.76(6.09) 50.53(4.77) 51.36(7.69) 0.73 ns
Satisfaction 41.14(4.06) 42.07(4.32) 41.72(2.96) 0.24 ns
Cohesion 14.28(4.18) 15.00(2.82) 14.80(3.84) 0.16 ns
Affectional 9.47(1.80) 9.69(1.31) 9.63(1.85) 0.07 ns
expression 
Males 
DAS total 113.71(14.92) 118.38(9.90) 123.72(2.23) 2.23 ns
Consensus 48.52(5.84) 52.69(5.76) 52.72(6.69) 2.62 ns
Satisfaction 40.47(5.90) 41.23(2.61) 43.54(2.62) 1.70 ns
Cohesion 15.14(3.74) 15.23(3.98) 17.00(2.96) 1.04 ns
Affectional 9.71(1.64) 9.23(1.36) 10.45(1.50) 1.90 ns
expression
The results for the comparisons across the three women groups for sexual adjustment 
are given in table. 10. The mean scores on the different GRISS scales were compared using
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the one-way ANOVA. As can be seen from table. 10. there were no significant differences 
in any of the GRISS scales when these women had been originally assessed.
The results of the one-way ANOVA on the mean GRISS scale scores for the men are 
given in table.l 1. There was no significant difference on the mean GRISS total score for 
the men in three different comparison groups. The men in those couples who were still 
infertile showed a greater level of impotence than the men from the other two groups ( F- 
ratio = 4.20, d.f.=2, p <0.05 ). The men from infertile couples also showed greater 
dissatisfaction with their sexual relationship than the men from those couples with a child 
or those couples not followed-up ( F-ratio = 3.19, d.f=2, p <0.05 ). No other significant 
differences were found for the remaining GRISS scales.
Table.10. Mean GRISS scores for women a t initial assessment
Scale Females 
not F/U 
mean(s.d.)
Infertile
Females
mean(s.d.)
Females 
with child 
mean(s.d.)
F-
ratio
P
GRISS total 22.23(9.66) 26.23(9.23) 23.63(11.76) 0.62 ns
Anorgasmia 4.61(3.20) 5.69(3.30) 6.27(4.85) 0.81 ns
Vaginismus 3.47(2.56) 4.07(2.69) 2.90(2.50) 0.61 ns
Non-sensuality 2.66(2.35) 3.30(2.78) 2.36(2.33) 0.47 ns
Avoidance 2.52(2.50) 2.38(2.10) 2.45(1.75) 0.01 ns
Dissatisfaction 2.71(2.21) 3.07(2.36) 4.45(2.25) 2.17 ns
Frequency 2.80(1.50) 3.69(2.01) 3.00(1.78) 1.07 ns
Non­
communication
2.57(1.98) 3.07(2.43) 2.90(1.70) 0.36 ns
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Table.l 1. Mean GRISS scale scores for men at initial assessment
Scale Males 
not F/U 
mean(s.d.)
Infertile
males
mean(s.d.)
mean(s.d.) 
with child 
mean(s.d.)
F-
ratio
P
GRISS total 20.71(7.74) 22.46(8.05) 16.90(7.24) 1.60 ns
Impotence 2.04(1.46) 5.07(5.42) 2.00(1.79) 4.20 0.02
Premature- 4.42(2.13) 3.46(1.94) 3.00(1.79) 2.19 ns
Ejaculation
Non-sensuality 2.95(2.68) 1.61(1.44) 1.81(1.77) 1.56 ns
Avoidance 2.09(2.23) 2.53(1.80) 1.90(1.81) 0.32 ns
Dissatisfaction 3.76(2.87) 4.46(2.47) 2.0(1.09) 3.19 0.05
Frequency 2.95(1.35) 3.76(1.92) 2.27(1.27) 2.91 ns
Non­ 2.76(1.70) 2.38(1.26) 2.54(1.12) 0.27 ns
communication
In summary, very little difference was found for self-esteem, emotional, marital, and 
sexual adjustment for the three outcome groups 3 years 4 months prior to follow-up. The 
exception to this was the males from the infertile couples showing a higher level of 
depressed affect, impotence, and greater sexual dissatisfaction than the other men. 
Therefore, it is unlikely that the initial subject characteristics were accounting for the 
differences found at follow-up.
3.4.0. Change over time for the couples followed-up
To assess the change over time for the infertile couples and those couples with 
children comparisons were made with the scores on the questionnaires for the original data 
( Raval, 1986 ) with scores obtained at follow-up for this study for the same questionnaires. 
The mean scores on the MAACL, Rosenberg’s self-esteem scale, DAS, and the GRISS at 
follow-up were compared to the mean scores on the same questionnaires at time one. The 
data was analysed using the two-way ANOVA to investigate changes over time as well as
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comparing across groups ( e.g. comparing change over time for women with children 
against women from the infertile couples ). The two-way ANOVA’s were calculated 
separately for the men and women. This procedure was then repeated to evaluate sex 
differences for change over time separately for the infertile couples and the couples with 
children. The results for the two-way ANOVA’s are presented below.
3.4.1. Change over time for women
Two-way ANOVA’s were used to compare the women with children with the 
infertile women on the questionnaires. A separate two-way ANOVA was carried out for 
each scale of the questionnaires mentioned above. The results for the two-way ANOVA’s 
for self-esteem and emotional adjustment for women are given in table 12.. No significant 
differences were found for these scales between the two groups of women.
Table 12. Two-way ANOVA for self-esteem and MAACL for women
Scale Infertile women 
Tim el Time2
Women
child
Timel
with
Time2
Group
P
Time
P
Inter­
action
P
Depression 18.75 17.75 18.0 15.00 ns ns ns
Anxiety 7.00 7.91 7.72 7.36 ns ns ns
Hostility 9.91 9.75 10.63 10.00 ns ns ns
Self-esteem 1.58 1.75 1.09 0.72 ns ns ns
The results for the comparisons on the DAS scales for the women are given in table 
13. Again no significant results were found on marital changes either across time or 
between the two groups.
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Table 13. Two-way ANOVA for DAS for women
Scale Infertile women 
Timel Time2
Women
child
Timel
with
Time2
Group
P
Time
P
Inter­
action
P
DAS total 116.08 112.66 117.54 115.54 ns ns ns
Consensus 49.91 51.08 51.36 50.00 ns ns ns
Satisfaction 41.66 39.00 41.72 41.54 ns ns ns
Cohesion 14.91 14.00 14.81 14.72 ns ns ns
Affectional 9.58 8.58 9.35 10.35 ns ns ns
expression
The comparisons for sexual adjustment are given in table 14. There was a trend for 
the infertile women to show greater dissatisfaction with the sexual relationship at follow- 
up, whereas, with the women with children there was less dissatisfaction with time. Both 
groups of women were found to show a decrease in the frequency of intercourse at follow- 
up ( F-ratio=7.77, d.f.=l, p<0.01 ). There was also an inreased amount of non­
communication at follow-up for both groups of women ( F-ratio=4.48, d.f.=l, p<0.05 ). No 
other significant differences were found.
Table 14. Two-way ANOVA for GRISS for women
Scale Infertile
women
Women
child
with Group Time Interactio
n
Time
1
Time2 Timel Time2 P P P
GRISS total 26.75 30.25 23.63 25.00 ns ns ns
Non-sensuality 3.58 3.58 3.36 2.63 ns ns ns
Avoidance 2.58 2.91 2.45 2.81 ns ns ns
Dissatisfaction 3.33 4.58 4.45 3.63 ns ns 0.06
Frequency 3.75 4.50 3.00 4.18 ns 0.01 ns
Non­ 3.16 4.00 2.90 3.72 ns 0.04 ns
communication
Vaginismus 3.75 4.08 2.90 2.81 ns ns ns
Anorgasmia 5.96 6.08 5.27 4.63 ns ns ns
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3.4.2. Change over time for men
The men were compared in a similar way for emotional, marital, and sexual 
adjustment at follow-up in comparison to their initial levels of adjustment. The results for 
two-way ANOVA’s for emotional adjustment and self-esteem are given in table 15. The 
men from infertile couples were found to show higher levels of depression both initially 
and at follow-up than the men with children ( F-ratio=5.11, d.f.=l, p<0.05 ). The same was 
found for the levels of anxiety shown by the men from infertile couples (F-ratio=5.95, 
d.f.=l, p<0.05). These men also showed a lower level of self-esteem than men with 
children ( F-ratio=6.23, d.f.=l, p<0.05 ); the self-esteem for men from infertile couples was 
found to decrease with time whilst that for men with children was found to increase with 
time ( F-ratio=4.43, d.f =1, p<0.05 ).
Table 15. Two-way ANOVA for self-esteem and MAACL for men
Scale Infertile men 
Tim el Time2
Men
children
Timel
with
Time2
Group
P
Time
P
Interactio
n
P
Depression 15.71 16.21 10.0 12.18 0.03 ns ns
Anxiety 7.75 8.00 4.54 5.00 0.02 ns ns
Hostility 9.78 9.78 7.09 7.45 ns ns ns
Self-esteem 1.42 2.00 0.72 0.36 0.02 ns 0.04
The only significant changes with time for marital adjustment were those of both groups 
of men showing less overall marital satisfaction ( F-ratio=7.56, d.f.=l, p<0.05 ), and less 
consensus at follow-up ( F-ratio=4.70, d.f.=l, p<0.05 ). The results are shown in table 16.
The men were found to show a significant reduction in the frequency of intercourse 
at follow-up ( F-ratio=17.51, d.f.=l, pcO.OOl ). There was a trend for the men from infertile
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couples to show a greater level of avoidance of sex than the men with children across both 
time intervals ( F-ratio=3.04, D.f.=l, p<0.1 ). In contrast the men with children were found 
to show an increase in the avoidance of sex at follow-up (F-ratio=3.49, d.f.=l, p<0.1). The 
results for the GRISS comparisons are given in table 17.
Table 16. Two-way ANOVA for DAS scales for men
Scale Infertile men 
Timel Time2
Men
children
Timel
with
Time2
Group
P
Time
P
Inter­
action
P
DAS total 117.35 113.07 122.72 117.18 ns 0.01 ns
Consensus 53.07 50.21 52.72 50.63 ns 0.04 ns
Satisfaction 41.64 39.35 43.54 41.90 ns ns ns
Affectional 9.58 8.58 9.37 10.35 ns ns ns
expression
Table 17. Two-way ANOVA for GRISS scales for men
Scale Infertile men
Time Time2 
1
Men
children
Timel
with
Time2
Group
P
Time
P
Interactio
n
P
GRISS total 26.75 30.25 23.63 25.0 ns ns ns
Non-sensuality 1.50 2.50 1.81 1.45 ns ns ns
Avoidance 2.35 2.28 1.90 2.27 0.09 0.09 ns
Dissatisfaction 4.14 4.28 2.0 3.36 ns ns ns
Frequency 3.71 4.71 2.27 4.0 ns 0.001 ns
Non­
communication
2.35 2.35 2.54 2.72 ns ns ns
Impotence 6.08 6.08 6.27 4.63 ns ns ns
Premature
ejaculation
3.78 3.64 3.00 4.36 ns ns ns
In summary, the women showed very little change over time. The men from infertile 
couples were found to show greater emotional distress and lower self-esteem than the men
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with children across both time intervals. The infertile men showed greater dissatisfaction 
with their sexual relationship across both time intervals. Both groups of men showed a 
decrease in their overall marital satisfaction, and a decresase in the frequency of intercourse 
with time.
3.5.0. Comparisons for sex differences and changes with time
Changes over time for the men and women were compared in the same way as above 
separately for the infertile couples and the couples with children. The results for the two- 
way ANOVA’s to evaluate sex differences are given in the sections below.
3.5.1. Change over time for the infertile couples
The the mean scores for self-esteem and the scales of the MAACL for infertile 
couples are shown in table 18. The infertile men and women were found to show little 
change for self-esteem, depressed affect, anxiety, and hostility over time. There was 
however a trend for the men from the infertile couples to show a change in a negative 
direction ( i.e. increase in emotional distress and lowering of self-esteem with time ).
Table 18. Two-way ANOVA for self-esteem and MAACL for infertile couples
Scale Women 
Tim el Time2
Men 
Tim el Time2
Group
P
Time
P
Interactio
n
P
Depression 18.75 17.75 15.71 16.21 ns ns ns
Anxiety 7.00 7.91 7.57 8.00 ns ns ns
Hostility 9.91 9.75 7.70 7.76 ns ns ns
Self-esteem 1.58 1.75 1.42 2.00 ns ns ns
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The changes over time on the DAS scales for marital adjustment for men and women 
from the infertile couples are given in table 19. There was a trend for both the men and 
women to show a decrease in the overall level of marital adjustment ( F-ratio = 3.65, 
d.f.=l, p<0.1 ) with time as shown by the mean total DAS scores. No group or interaction 
effects were found for the total DAS mean scores. There were no significant changes over 
time on the scales for dyadic consensus, dyadic satisfaction, dyadic cohesion, and 
affectioanal expression for the couples remaining infertile.
Table 19. Two-way ANOVA for the DAS scales for infertile couples________________
Scale Women 
Tim el Time2
Men 
Timel Time2
Group
P
Time
P
In ter­
action
P
DAS total 116.08 112.66 119.35 113.07 ns 0.06 ns
Consensus 49.91 51.08 52.07 50.21 ns ns ns
Satisfaction 41.66 39.00 41.64 39.35 ns ns ns
Cohesion 14.91 14.00 15.28 15.28 ns ns ns
Affectional
expression
9.58 8.58 9.35 10.35 ns ns ns
The mean scores on the GRISS scales for the two time intervals for the infertile men 
and women are given table 20. On the mean values for the total GRISS scores no change 
over time or group differences were found between the men and women. For the infertile 
couples the women showed higher levies of non-sensuality ( i.e. greater aversion to being 
touched in the genital areas by their partner ) both at the initial assessment and at follow-up 
than the men ( F-ratio = 4.05, d.f=l, p<0.05 ). No significant change over time or 
interaction effects were found on the non-sensuality scale. The frequency of sexual
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intercourse was found to decrease with time for both the men and women (F-ratio = 4.93, 
d.f=l, p<0.05 ). No changes over time were found for sexual dissatisfaction, avoidance of 
sex, and communication about sexual matters with the partner, for the infertile couples.
Table 20. Two-way ANOVA for the GRISS scales for infertile couples
Scale Women
Time Time2 
1
Men 
Tim el Time2
Group
P
Time
P
Interactio
n
P
GRISS total 26.75 30.25 22.28 25.14 ns ns ns
Non-sensuality 3.58 3.58 1.50 2.50 0.05 ns ns
Avoidance 2.58 2.91 2.35 2.28 ns ns ns
Dissatisfaction 3.33 4.45 4.12 4.28 ns ns ns
Frequency 3.75 4.50 3.71 4.71 ns 0.03 ns
Non­
communication
3.16 4.00 2.35 2.35 ns ns ns
3.5.2. Change over time for couples with children (comparing sex differences)
The mean scores for self-esteem and the MAACL scales for couples with a child are 
given in table 21. The women were found to show greater levels of depressed affect than 
the men at both the initial assessment and at follow-up (F-ratio = 7.04, d.f=l, p<0.01). 
They also showed greater levels of anxiety ( F-ratio = 4.27, d.f=l, p<0.05 ) and hostility ( 
F-ratio = 6.30, d.f.=l, p<0.02 ) at both time periods than the men. No changes over time or 
interaction effects were found for these scales. Their level of self-esteem remained 
unchanged with time and both the men and women were found to have similarly high 
levels of self-esteem at both time periods. There was a trend for most of these scores to 
change in a positive direction.
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Table 21. Two-way ANOVA for self-esteem and MAACL scales for couples with child
Scale Women 
Tim el Time2
Men 
Tim el TimeZ
Group
P
Time
P
Inter­
action
P
Depression 18.0 15.0 10.0 12.13 0.01 ns ns
Anxiety 7.72 7.36 4.54 5.0 0.05 ns ns
Hostility 10.63 10.00 7.09 7.45 0.02 ns ns
Self-esteem 1.09 0.72 0.72 0.36 ns ns ns
The men and women from couples with children were assessed on the scales of the 
DAS using the two-way ANOVA. There was a trend for the couples to show a decrease in 
the overall level of marital adjustment with time (i.e. total DAS mean scores). Also, both 
the men and women were found to show a decrease in the amount of affectional expression 
being displayed to their partner at follow-up ( F-ratio = 4.71, d.f.=l, p<0.05 ). No other 
changes were found for the remaining scales of the DAS. The results are shown in table 22.
The results for the two-way ANOVA for the scales of the GRISS are given in table 
23. The men and women showed little change in their overall sexual functioning over time 
( i.e. GRISS total scores ). No differences between the men and women for overall sexual 
functioning were found. There was a trend for the women to show a greater level of 
dissatisfaction with the sexual relationship than the men at both time periods. The 
interaction for dissatisfaction was significant ( F-ratio=6.37, d.f.=l, p<0.05 ). Also, both 
the frequency of sexual intercourse ( F = 42.67, d.f.=l, pcO.OOl ), and the amount of 
communication about the sexual relationship with the partner ( F-ratio = 4.03, d.f.=l, 
p<0.05 ) were found to decrease with time for both the men and women. No other 
significant differences were found for the remaining GRISS scales for the couples with a 
child.
75
Table 22. Two-way ANOVA for the DAS scales for couples with a child
Scale Women 
Timel Time2
Men 
Timel Timel
Group
P
Time
P
Interactio
n
P
DAS total 117.54 115.54 123.72 117.18 ns 0.06 ns
Consensus 51.36 50.00 52.72 50.63 ns ns ns
Satisfaction 41.72 41.54 43.54 41.90 ns ns ns
Cohesion 14.81 14.72 17.00 16.09 ns ns ns
Affectional 9.63 9.27 10.45 9.36 ns 0.04 ns
expression
Table 23, Two-way ANOVA for the GRISS scales for couples with a child
Scale Women 
Timel Timel
Men 
Timel Timel
Group
P
Time
P
Interactio
n
P
GRISS total 23.63 25.00 16.90 19.45 ns ns ns
Non-sensuality 2.36 2.63 1.81 1.45 ns ns ns
Avoidance 2.45 2.81 1.90 2.27 ns ns ns
Dissatisfaction 4.45 3.63 2.00 3.36 0.06 ns 0.02
Frequency 3.00 4.18 2.27 4.00 ns 0.001 ns
Non­ 2.90 3.72 2.54 2.72 ns 0.05 ns
communication
In summary, the two-way ANOVA’s to evaluate sex differences for change with time 
for the infertile couples showed that there was a trend for the overall level of marital 
satisfaction to lessen ( though this was still good ), and the frequency of intercourse to 
decrease with time. For the male and female comparisons for the couples with children 
similar negative changes with time for marital satisfaction and the frequency of intercourse 
were found. The couples with children were also found to show less affection towards each 
other and to have less communication about their sexual relationship at follow-up. The 
women with children showed higher levels of emotional distress than their partners at both 
time intervals.
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3.6.0 Coping strategies used to deal with infertility
The results comparing the men and women for the types of coping strategies used ( 
WOC scales ) to deal with the infertility are reported for the infertile couples. The results 
are then presented for the coping strategies that were used by the couples with children at 
the time they were infertile ( i.e. retrospective ratings were made on the WOC ). Then the 
results for the correlations between the WOC scales and the MAACL, self-esteem, DAS, 
and GRISS scales are presented for the infertile couples.
3.6.1. Sex differences in the coping strategies used by infertile couples
The different coping strategies used by men and women ( for the infertile couples) 
were compared using the mean scale scores of the WOC. These results are shown below in 
table 24. Some interesting results were found to emerge from comparing the men and 
women from the infertile couples. The men were found to use significantly fewer strategies 
to cope with the infertility than their partners (t = 2.26, d.f.=22, p <0.05). This was also 
reflected in the lower total WOC mean score for the men in comparison to the women ( t = 
2.40,d.f.=22, p<0.05 ). These results indicate that the infertile men were not only using 
fewer coping strategies than their partners, but that the strategies they employed were used 
far less frequently. The women were found to make greater use of ’wishful thinking’ ( t = 
3.45, d.f.=22, p<0.005 ), ’seeking social support’ ( t = 3.03, d.f.=22, p<0.01 ), and tension- 
reduction’ ( t = 2.07, d.f.=22, p<0.05 ) as coping strategies to deal with the infertility than 
their partners. The mean scores on the remaining WOC scales were similar for men and 
women.
3.6.2. Sex differences for coping strategies used by couples with a child
The couples with a child were asked to respond to the items on the WOC for the 
strategies that they had used to deal with the infertility before they had been able to have
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a child. The mean scores for the scales of the WOC are given in table 25. The men and 
women from these couples were found to show similar types of coping strategies across all 
the scales of the WOC, though it is intereting that some strategies were used more by 
women and others used more by men. In contrast, for the infertile couples the results were 
all in the direction of the women using each coping strategy more than the men.
Table 24. The mean scores on the WOC for infertile couples
Scale Women
mean(s.d.)
Men
mean(s.d.)
T-value P
Total score for WOC 67.00(21.50) 43.61(27.34) 2.40 0.02
Number of items used 37.46(11.31) 26.67(12.69) 2.26 0.03
Problem focused coping 9.92(5.72) 7.69(6.90) 0.90 ns
Wishful thinking 8.23(8.94) 3.46(3.04) 3.45 0.00
Detachment 7.38(3.15) 5.94(4.03) 1.08 ns
Seeking social support 7.30(4.00) 3.38(2.39) 3.03 0.01
Emphasis on the 4.53(3.09) 4.00(2.41) 0.49 ns
positive
Self-blame 1.69(1.49) 1.00(1.78) 1.07 ns
Tension-reduction 3.00(2.16) 1.38(1.80) 2.07 0.05
Self-isolation 3.23(2.20) 2.30(2.62) 0.97 ns
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Table 25. The mean scores on the WOC for couples with children
Scale Women
mean(s.d.)
Men
mean(s.d.)
T-value P
Total score for WOC 62.00(23.79) 61.00(30.14) 0.09 ns
Number of items used 33.90(11.67) 36.90(12.95) -0.58 ns
Problem focused coping 9.09(4.13) 12.45(7.63) -1.38 ns
Wishful thinking 6.63(4.17) 5.45(3.64) 0.71 ns
Detachment 6.72(3.10) 6.07(2.02) 0.52 ns
Seeking social support 10.53(5.87) 7.00(4.73) 1.56 ns
Emphasis on the 3.00(1.94) 4.72(3.72) -1.47 ns
positive
Self-blame 1.45(2.29) 1.18(1.19) 0.30 ns
Tension-reduction 1.72(1.10) 2.54(2.20) -1.10 ns
Self-isolation 2.27(1.79) 2.94(2.16) -0.32 ns
3.6.3. Correlations between WOC and the other measures for infertile couples
The Pearson correlations between the scales for the MAACL, self-esteem, DAS, and 
the GRISS with the scales of the WOC are reported in this section. Separate correlations 
were carried out for the males and females from the infertile couples. Only the statistically 
significant correlations are shown in the tables containing the results. As the number of 
correlations between the scales is large only those significant at p<0.01 were regarded as 
highly significant.
The correlations of the other scales with the WOC scales for the infertile women are 
given in table 26. The results for the infertile men are given in table 27.
For infertile women significant correlations were found between depression and the 
WOC scales of ’wishful thinking’ ( r=0.60, p<0.05 ), self-blame ( r=0.56, p<0.05 ), and self-
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isolation ( r=0.76, p<0.01 ). Higher levels of anxiety ( r=0.58, p<0.05 ), and hostility 
(r=0.61, p<0.05) were found to be associated with greater self-isolation for the infertile 
women. For these women lower levels of self-esteem were associated with more use of 
’wishful thinking’ ( r=0.73, p<0.01 ), less use of social support ( r=-0.51, p<0.05 ), and 
greater self-isolation ( r=0.49, p<0.05 ). Lower levels of overall marital adjustment (r =- 
0.58, p<0.05 ), satisfaction ( r=-0.63, p<0.05 ), and affectional expression ( r =-0.49, 
p<0.05 ) were associated with greater use of self-blame. Poorer overall sexual functioning 
for the infertile women was associated with a greater use of ’wishful thinking’ ( r=0.69, 
p<0.05 ). A lower level of non-sensuality was associated with a greater use of detachment ( 
r=-0.55, p<0.05 ). Greater avoidance of sex was associated with a greater level of ’wishful 
thinking’ ( r=0.40. p<0.05 ). A lower frequency of intercourse was associated with greater 
self-isolation ( r=0.63, p<0.05 ). For the infertile women a greater level of non­
communication was associated with ’wishful thinking’ ( r=0.77, p<0.01 ), self-isolation ( 
r=0.71, p<0.001 ), and less seeking of social support ( r=-0.51, p<0.05). Greater levels of 
anorgasmia were associated with less use of problem focused coping (r=-46, p<0.05), and a 
greater use of ’wishful thinking’ ( r=0.49, p<0.05 ). Finally, for the infertile women greater 
levels of vaginismus were associated with greater levels of ’wishful thinking’ ( r=0.60, 
p<0.05 ), and self-isolation ( r=0.51, p<0.05 ).
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Table 26. Correlations between WOC and self-esteem, MAACL, DAS, and GRISS
for infertile women
Scale 1 2 3 4 5 6 7 8 9
Depression 0.09 0.60* -0.00 -0.20 -013 0.56* 0.13 0.76** 0.45
Anxiety 0.07 -0.31 -0.10 -0.10 -0.14 0.41 0.12 0.58* 0.26
Hostility 0.16 0.37 0.22 -0.18 -0.19 0.36 0.32 0.61* 0.33
Self-esteem -0.25 0.73* -0.23 -0.51* -0.08 0.31 -0.24 0.49* 0.05
DAS total -0.44 -0.22 0.16 -0.10 0.10 -0.55* -0.13 0.03 -0.39
Consensus -0.33 -0.20 -0.02 -0.21 -0.09 -0.30 -0.07 -0.09 -0.31
Satisfaction -0.57* -0.04 0.19 -0.05 -0.16 -0.63* -0.23 0.06 -0.39
Cohesion -0.08 -0.35 0.23 -0.09 -0.01 -0.39 -0.04 0.03 -0.23
Affectional expression -0.21 -0.33 0.35 -0.10 -0.19 0.49* 0.07 -0.32 -0.29
GRISS total -0.34 0.69** -0.16 -0.31 -0.26 0.30 -0.16 0.57* 0.08
Non-sensuality -0.23 0.36 -0.55* -0.06 -0.44 0.16 -0.35 0.17 -0.09
Avoidance -0.25 0.48* -0.40 -0.21 -0.25 0.37 -0.19 0.38 -0.06
Dissatisfaction -0.08 0.30 -0.03 -0.12 -0.05 0.45 -0.10 -0.01 -0.07
Frequency -0.36 0.30 0.08 -0.39 -0.27 0.03 0.12 0.63* -0.13
Non-communication -0.10 0.77** 0.34 -0.51* -0.19 0.44 0.14 0.71** 0.29
Anorgasmia -0.46* 0.49* -0.01 -0.28 -0.13 0.25 -0.27 0.37 -0.05
Vaginismus 0.07 0.60* 0.06 0.04 -0.09 0.01 0.05 0.29 0.41
* p<0.05 ** p<0.01
1 = Problem Focused 2 = Wishful Thinking 3 = Detachment 4 = Seeking Social Support 5 = Emphasis on Positive 6 = Self-blame 7 = 
Tension Reduction 8 = Self-isolation 9 = Total WOC score
The correlations between the WOC scales and the scales of the MAACL, self-esteem,
DAS, and the GRISS for the men from infertile couples are given in table 27. For the 
infertile men greater levels of anxiety ( r=0.58, p<0.05 ) and hostility (r=0.61, P<0.05) were 
associated with a greater use of tension reduction as a coping strategy. A lower level of self 
self-esteem was associated with a greater amount of detachment ( r=0.54, r<0.05 ).A poorer 
overall level of marital adjustment was associated with greater detachment ( r=-0.57, 
P<0.05 ), and greater use of self-blame ( r=-0.67, p<0.005 ). The same association was
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found between satisfaction with the marriage and detachment (n=-0.81,pcO.OOl), and self­
blame ( r=-0.81, pcO.OOl ). Poorer cohesion was associated with greater detachment for the 
infertile men ( r=-0.48, pc0.05 ). A lower frequency of intercourse was associated with 
making less use of ’emphasis on the positive’ ( r=-0.49, pc0.05 ) for the men. A greater 
severity of premature ejaculation was associated less use of ’wishful thinking’ ( r=-0.56, 
pc0.05 ).
Table 27. Correlations between WOC and self-esteem. MAACL. DAS, and GRISS 
for infertile men
Scale 1 2 3 4 5 6 7 8 9
Depression -0.30 0.37 0.24 -0.01 -0.26 0.27 0.22 0.28 0.28
Anxiety 0.01 0.35 0.21 -0.02 -0.06 0.36 0.58* 0.33 0.21
Hostility 0.10 0.04 0.26 0.11 0.01 0.35 0.61* 0.26 0.22
Self-esteem -0.10 0.30 0.54* 0.01 0.03 0.23 0.16 0.17 0.22
DAS total 0.02 -0.40 -0.57* -0.16 -0.16 -0.67** -0.22 -0.22 -0.37
Consensus 0.32 -0.11 -0.07 0.29 0.22 -0.22 -0.02 0.46 0.07
Satisfaction -0.39 -0.45 -0.81*** -0.41 0.41 -0.81*** -0.40 -0.39 -0.39
Cohesion 0.20 -0.35 -0.48* -0.12 -0.12 -0.41 0.34 -0.04 -0.23
Affectional expression -0.14 0.09 0.23 -0.21 -0.21 -0.22 0.01 -0.36 -0.29
GRISS total -0.09 0.09 0.02 -0.01 -0.01 0.10 -0.13 -0.10 -0.04
Non-sensuality 0.35 -0.20 0.38 0.33 0.38 0.15 0.30 0.07 0.26
Avoidance 0.17 0.45 0.21 0.15 0.15 0.30 -0.03 0.27 0.34
Dissatisfaction -0.32 0.25 0.11 0.31 0.31 -0.07 -0.02 -0.03 0.03
Frequency -0.36 0.31 -0.13 -0.06 -0.49* 0.01 -0.42 0.07 -0.18
Non-communication -0.32 0.20 0.34 0.01 -0.04 0.01 0.21 -0.23 0.03
Impotence 0.17 0.25 0.06 0.02 -0.31 0.35 0.01 0.11 0.13
Premature
Ejaculation
-0.09 -0.56* -0.18 -0.21 -0.26 -0.11 -0.03 -0.19 -0.24
p<0.05
p<0.005
pcO.OOl
1 = Problem Focused 
4 = Seeking social support 
7 = Tension reduction
2 = Wishful Thinking
5 = Emphasis on positive
8 = Self-isolation
3 = Detachment 
6 = Self-blame 
9 = Total WOC score
In summary, the women from the infertile couples were found to make use of a 
greater number of coping strategies and to use them more frequently than their partners. 
They were found to make particularly greater use of ’wishful thinking’, seeking social 
support, and tension-reduction than their partners. For these women a higher level of 
emotional distress was associated with the coping strategies of self-isolation. Poorer 
functioning for some aspects of the marital relationship was associated with self-blame for 
the infertile women. Higher levels of sexual problems were associated with a greater use of 
’wishful thinking’ for the infertile women.
For the men from infertile couples higher levels of anxiety and hostility were 
associated with greater use of tension-reduction as a coping strategy. For these men marital 
distress was associated with greater use of detachment and self-blame.
3.7.0. Correlations between self-esteem  ^MAACL, DAS, and GRISS scales
The scales for self-esteem, emotional, marital, and sexual adjustment were 
intercorrelated to investigate the relationship between these. The Pearson correlations were 
calculated separately for the men and the women from the couples with children and the 
infertile couples. The results from these correlations are given in the sections below. As the 
number of correlations carried out was large, only the most significant results are reported. 
Hence, caution is needed when interpreting these results.
3.7.1. Correlations between emotional and marital scales for infertile couples
The intercorrelations between self-esteem, MAACL, GRISS and the DAS scales for 
the infertile women are given in table 28. No significant correlations were found for overall 
marital adjustment ( DAS total scores ) and self-esteem, depression, anxiety, and hostility, 
for the infertile women. The same was found for the correlations for dyadic consensus, and
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dyadic satisfaction for the women. Lower levels of affectional expression (r = -0.65, 
p<0.01) were found to be significantly correlated with poor self-esteem for the women. 
Also, lower levels of affectional expression were found to be associated with greater levels 
of depression ( r = -0.53, p<0.05 ) and hostility ( r = -0.59, p<0.01 ) for the infertile 
women.
For the men no significant correlations were found between the DAS scales and the 
MAACL and self-esteem scales.
Table 28. Correlations between self-esteem, MAACL, and DAS for infertile women
Scale Depression Anxiety Hostility Self-esteem
DAS total -0.14 -0.14 -0.38 -0.41
Consensus -0.07 -0.20 -0.43 -0.19
Satisfaction -0.14 -0.10 -0.34 -0.35
Cohesion -0.14 0.28 0.22 -0.46
Affectional -0.53* -0.40 -0.59** -0.65**
Expression
* p<0.05
** p<0.01
3.7.2. Correlations between emotional and sexual functioning for infertile couples
The scales for self-esteem and the MAACL were correlated with the GRISS scales. 
The results for the infertile women are given in table 29. For the women higher levels of 
depressed affect were associated with poorer overall sexual functioning (r = 0.56, p<0.05), 
and a greater level of non-communication about the sexual relationship (r = 0.71, p<0.005). 
Greater levels of non-communication were also associated with higher levels of anxiety (r 
= 0.59, p<0.05 ) and hostility ( r = 0.65, p<0.005 ) for the women. Also, for the women
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lower levels of self-esteem were significantly associated with poorer overall sexual 
adjustment (r = 0.68, p<0.005 ), non-sensuality ( r = 0.50, p<0.05 ), avoidance of sex ( r = 
0.64, p<0.01 ), non-communication ( r = 0.55, p<0.05 ), anorgasmia (r = 0.47, p<0.05), and 
vaginismus (r = 0.60, p<0.01 ).
For the men from the infertile couples no significant correlations were found the self­
esteem, MAACL, and GRISS scales.
Table 29. Correlations between self-esteem, MAACL, and GRISS scales for
infertile women
Scale Depression Anxiety Hostility Self-esteem
GRISS total 0.56* 0.20 0.35 0.68***
Non-sensuality 0.19 -0.19 -0.03 0.50*
Avoidance 0.39 0.10 0.31 0.64**
Dissatisfaction 0.22 0.34 0.03 0.15
Frequency 0.39 0.45 0.32 0.02
Non-communication 0.71*** 0.59** 0.65*** 0.55*
Anorgasmia 0.38 0.16 0.28 0.47*
Vaginismus 0.38 0.01 0.13 0.60**
* p<0.05
** p<0.01
*** p<0.005
3.7.3. Correlations between marital and sexual ad justment for infertile couples
Very few significant correlations were found between the DAS and GRISS scales for 
the infertile couples. The results for the women from infertile couples are given in table 30. 
For the infertile women the poorer overall sexual functioning was associated with lower 
levels of affectional expression ( r = -0.54, p<0.05 ). The affectional expression scale 
contains items relating to sexual expression being demonstrated by the partner. For the 
women a lower level of affectional expression was also associated with greater avoidance 
of sex ( r = -0.64, p<0.64 ), and higher levels of vaginismus ( r=-0.56, p<0.05 ). Greater
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avoidance of sex was also associated with poorer overall marital adjustment ( r = 0.50, 
p<0.05 ).
For the men from infertile couples a greater degree of non-communication about the 
sexual relationship was associated with a poorer overall marital relationship (r = -0.55, 
p<0.55 ), less dyadic consensus ( r = -0.51, p<0.05 ), and less dyadic cohesion (r = -0.55, 
p<0.05). No other significant correlations were found for the men between thw DAS and 
GRISS scales. These results are shown in table 31.
Table 30. Correlations between DAS and GRISS scales for infertile women
Scale DAS
Total
Consensus Satisfaction Cohesion Affectional
Expression
GRISS total -0.31 -0.26 -0.14 -0.39 0.54*
Non-sensuality -0.13 -0.01 -0.03 -0.37 -0.36
Avoidance -0.50* -0.39 -0.35 -0.44 -0.64**
Dissatisfaction -0.34 -0.42 -0.23 -0.33 0.01
Frequency 0.32 0.01 0.31 0.38 0.06
Non­ -0.15 -0.07 -0.11 -0.15 -0.32
communication
Anorgasmia -0.17 -0.13 -0.01 -0.35 -0.33
Vaginismus -0.46 -0.34 -0.33 -0.46 -0.56*
* p<0.05
** p<0.01
Table 31. Correlations between DAS and GRISS scales for infertile men
Scale DAS
Total
Consensus Satisfaction Cohesion Affectional
Expression
GRISS total -0.25 -0.01 -0.22 -0.12 -0.39
Non-sensuality -0.10 0.12 -0.31 0.02 -0.06
Avoidance -0.41 -0.13 -0.40 -0.33 -0.37
Dissatisfaction -0.32 -0.18 -0.12 -0.43 -0.13
Frequency -0.24 -0.01 -0.14 -0.29 -0.37
Non­ -0.55* -0.51* -0.34 -0.55* 0.23
communication
Impotence -0.17 0.08 -0.25 0.03 -0.29
Premature -0.02 -0.21 0.14 0.12 -0.18
Ejaculation
*p<0.05
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3.7.4. Correlations between emotional and marital functioning for couples with a 
child
For the women and men with children no significant associations were found 
between the self-esteem and MAACL scales, and the DAS scales for marital adjustment 
using the Pearson correlation.
3.7.5. Correlations between emotional and sexual functioning for couples with a child
For the women a greater level of non-sensuality in the sexual relationship was 
associated with higher levels anxiety ( r = 0.72, p<0.01 ), and higher levels of hostility (r 
= 0.52, p<0.05 ). A higher level of hostility was also associated with a lower frequency of 
sexual intercourse ( r = 0.56, p<0.05 ) for the women with children. For these women a 
greater amount of non-communication about the sexual relationship was associated with 
greater levels of hostility ( r = 0.48, p<0.01 ), and depressed affect ( r=0.68, p<0.05). No 
other significant correlations were found for the women between the GRISS and MAACL 
scales. The results are given in table 32.
For the men from the couples with a child the only significant correlation was that
beteen a lower level of depression and impotence ( r = -0.52, p<0.05 ).
Table 32. Correlations between self-esteem. MAACL. and GRISS scales for women 
with a child
Depression Anxiety Hostility Self-esteem
GRISS total 0.36 0.16 0.20 -0.12
Non-sensuality 0.39 0.72** 0.52* 0.36
Avoidance -0.07 0.02 0.04 -0.24
Dissatisfaction 0.04 0.06 0.05 -0.24
Frequency 0.32 0.17 0.56* -0.08
Non­ 0.68* 0.40 0.48* 0.30
communication
Anorgasmia 0.28 -0.09 -0.28 -0.16
Vaginismus -0.17 -0.21 -0.06 -0.25
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* p<0.05
** p<0.01
3.7.6. Correlations between marital and sexual adjustment for couples with a child
The results for the correlations between the DAS and GRISS scales for the women 
from the couples with children are given in table 33. For the women, significant 
correlations were found between poorer overall marital adjustment and poorer overall 
sexual adjustment ( r = -0.56, p<0.05 ), dissatisfaction with the sexual relationship ( r = - 
0.72, p<0.01 ), and infrequency of coitus ( r = -0.72, p<0.01 ). Also, for the women a 
poorer sexual relationship was associated with lower levels of dyadic cohesion ( r = -0.72, 
p<0.01 ), and less affectional expression ( r = -0.56, p<0.05 ). A greater infrequency of 
coitus was associated with less consensus ( r = -0.60, p< 0.01 ), less marital satisfaction ( r 
= -0.64, p<0.01 ), lower dyadic cohesion ( r = -0.70, p<0.01 ), and less affectional 
expression ( r = -0.66, p<0.01 ). The same trend was also found for dissatisfaction with the 
sexual relationship.
Table 33. Correlations between DAS and GRISS scales for women with a child
Scale DAS
Total
Consensus Satisfaction Cohesion Affectional
Expression
GRISS total -0.56* -0.37 -0.46 -0.72** -0.56*
Non-sensuality -0.19 -0.30 -0.16 -0.04 -0.06
Avoidance -0.30 -0.39 -0.04 -0.25 -0.37
Dissatisfaction -0.72** -0.54* -0.69** -0.74*** -0.66**
Frequency -0.72** -0.60* -0.64** -0.70** -0.67**
Non­ -0.39 -0.36 -0.26 -0.44 -0.30
communication
Anorgasmia -0.07 0.16 -0.11 -0.38 -0.06
Vaginismus -0.35 -0.15 -0.37 -0.42 -0.49
* p<0.05
** p<0.01
*** p<0.005
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The results for the men from couples with a child are given in table 34. For the men 
highly significant correlations were found between poorer overall marital adjustment and 
poorer overall sexual adjustment ( r = -0.81, p<0.001 ), greater non-sensuality ( r = -0.64, 
p<0.01 ), and greater avoidance of sex ( r  = -0.75, p<0.005 ). A lower level of consensus 
was highly associated with poorer overall sexual adjustment (r = -0.77, p<0.005 ), 
avoidance of sex ( r = -0.70, p<0.01 ), non-sensuality ( r=-0.70, p<0.01 ), and impotence ( 
r = -0.67, p<0.01 ). Lower levels of cohesion were associated with poorer overall sexual 
functioning ( r = -0.76, p<0.005 ), greater avoidance of sex ( r = -0.78, p<0.005 ), and 
greater non-communication ( r = -0.63, p<0.01 ). For the men lower levels of affectional 
expression were found to be significantly associated with poorer overall sexual functioning 
(r = -0.62, pcO.Ol), and greater avoidance of sex (r = -0.74, p<0.005 ).
Table 34. Correlations between DAS and GRISS scales for men with a child
Scale DAS
Total
Consensus Satisfaction Cohesion Affectional
Expression
GRISS total
0.81****
-0.77*** -0.40 -0.76*** -0.62**
Non-sensuality -0.64** -0.70** -0.49 -0.48 -0.05
Avoidance -0.75*** -0.70** -0.26 -0.78*** -0.74***
Dissatisfaction -0.48 -0.54* -0.16 -0.10 -0.42
Frequency -0.30 -0.28 -0.21 -0.34 -0.07
Non­ -0.48 -0.35 -0.21 -0.63** -0.54*
communication
Impotence -0.57* -0.67** -0.16 -0.33 -0.61*
Premature -0.51* -0.47 -0.35 -0.45 -0.59*
Ejaculation
* p<0.05
** pcO.Ol
*** p<0.005
**** p<0.001
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In summary, the results for the intercorrelations showed that there was an association 
between a lower self-esteem and poorer sexual adjustment for women from the infertile 
couples. For these women there was also an association between higher levels of emotional 
distress and a greater level of non-communication about the sexual relationship. The men 
from the infertile couples showed little association between emotional, marital, and sexual 
adjustment. For the men and women from couples with children a stronger association was 
found between the marital and sexual relationship.
3.7.7 Intercorrelations between the scales of the questionnaires
For each questionnaire the intercorrelations between each scale of the same 
questionnaire were carried out seperately for infertile men and women, and for men and 
women with children. These results are given in appendix. 10. The intercorrelations were 
found to be consistent for the scales of the MAACL and the DAS for each of these four 
groups of subjects. The intercorrelations for the GRISS scales were more internally 
consistent for the men with children. There were fewer intercorrelations for the GRISS 
scales for the other three subject groups, apart from each group having a significant 
correlation between most of the individual scales and the GRISS total score ( as would be 
expected ).
3.8.0 Effects of a male diagnosis
The effects of a male diagnosis were examined for the infertile couples only. As there 
was only one occurrence of a male diagnosis in the couples with children these couples 
were left out from the statistical analysis. The mean scores on the questionnaires were 
examined for the women from couples with a diagnosis of male infertility against the 
women from couples with other diagnoses using the one-way ANOVA. The same
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procedure was carried out for the infertile men and men from the infertile couples given 
other diagnoses.
The results for the women showed that the only significant difference was that of the 
women whose husband had been diagnosed as infertile to show higher levels of hostility 
than the women from couples with other diagnoses ( F-ratio= 4.20, d.f.=l, p<0.05 ). The 
men diagnosed as infertile were found to use a greater range of coping strategies than the 
men from the other diagnostic groups ( F-ratio = 4.43. d.f.=l, p<0.05 ). The infertile men 
also made greater use of ’wishful thinking’ ( F-ratio = 4.52, d.f.=l, p<0.05 ), seeking social 
support ( F-ratio = 5.26, d.f.=l, p<0.05 ), and self-isolation ( F-ratio = 13.75, d.f.=l, 
p<0.005 ) than the other men. No other significant differences were found.
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4.0. Discussion
The results of this study will be discussed in the following sections
a) The demographic results.
b) The experience of the infertility investigations and treatment.
c) The effects of the infertility towards seeing children.
d) The effects of a diagnosis for the infertility.
e) Comparisons of the initial characteristics of the couples taking part in this 
study.
f) Comparisons of the characteristics of the couples at follow-up.
g) Coping with the infertility.
h) Changes over time.
i) Relationships between emotional, marital, and sexual functioning.
4.1.0 The demographic characteristics of the couples
The couples who still remained infertile were compared with the couples who 
had been previously infertile ( but who now had children ) in terms of their 
demographic characteristics. There was very little difference between the two groups 
of couples for age, education, and length of marriage. Hence, in these terms the two 
groups were similar. Also, these couples were similar to those couples who did not 
wish to take part in this study for these same demographic characteristics. For the 
couples who did not wish to participate in this study only two were known to have 
children. One of these couples did not participate because the women was near to 
expecting her second child and they felt that it would have been inconvenient for them 
to be interviewed. The second couple had said that they could not be interviewed 
because of the demand on their time that was placed on them by their mentally
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handicapped child. The majority of the couples who were lost to this study were still 
infertile and it is difficult to know to what extent their reluntance to participate was 
influenced by poor adjustment to their infertilty in comparison to those infertile 
couples who agreed to take part in this study. Alternatively, it may have been the case 
that they had resolved the issues surrounding their infertility and therefore did not 
wish to have further contact with persons associated with the infertility clinic.
4.1.1. The types of investigations undergone at the hospital
Similar proportions of couples had undergone the different stages of the infertility 
investigations. A slightly greater number of the infertile couples followed-up had 
undergone the tests for cervical factors in comparison to the couples with children and 
those couples who were lost to this study; however this was not significantly different. 
Nearly all couples had undergone most of the infertility investigations and most had 
reached the stage where different investigations to those that they had already 
undergone would not have been available to them.
4.2.0. The experience of the infertility investigations
The women with children and the women from infertile couples were found to 
show similar levels of satisfaction with the amount of information they had received 
from the hospital doctors about the infertility investigations. The women from infertile 
couples did however feel that they would have liked more information than was 
actually given to them about the treatment for infertility in comparison to the women 
with children. This greater level of dissatisfaction with the amount of information 
given about the treatment in the women from infertile couples may have been a 
reflection of the greater proportion of infertile couples having received a diagnosis of
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male infertility and polycystic ovarian disease. The treatments to remidy both these 
problems are limited; especially for male infertility. Hence, they may received less 
information about the treatment as very little in the way of treatment may have been 
available to them. The men from infertile couples were found to show greater 
dissatisfaction with the amount of information given about the investigations in 
comparison to the men with children who reported receiving too much information 
about the investigations and treatment.
All the couples indicated that they had received little opportunity to discuss their 
feelings at the hospital. During the interview many couples were saying that they 
appreciated the limitations on the doctors’ time, but that quite often they would be 
leaving the hospital emotionally upset ( at for example being told that the hospital 
could offer no further help, or being given the diagnosis and then left on their own ). 
The general dissatisfaction of the couples with the amount of opportunity given to 
discuss their feelings has been reported by other authors ( e.g. Menning, 1980 ) who 
have advocated for the counselling needs of the infertile couples.
The couples were asked whether any particular infertility tests had an effect on 
their marital or sexual relationship. Very few couples reported that the tests had a 
negative affect on either their marital or sexual relationship. This finding is in support 
of the earlier findings of Raval et al ( 1987 ) who found the commencement of the 
infertility investigations to be associated with a decrease in the number of couples 
reporting problems with the marital and sexual relationship. The finding that the 
infertility investigations were not associated with marital and sexual problems do not 
lend support to the anecdotal reports to the contrary ( e.g. Keye, 1984 ).
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4.2.1. The effect of seeing children
Subjective information using Guttman scales was also collected for the impact 
that the infertility had on the couples’ behaviour when seeing children. The couples 
with children had been asked to respond to these scales for the time they had been 
infertile. Hence, their answers were retrospective, whereas, the infertile couples had 
answered these for the present. No differences were found comparing the same sex for 
the infertile couples and the couples with children. Also, no male / female differences 
were found for the couples with children. In contrast the infertile women were found 
to display higher levels of distress when seeimg children than their partners. The 
infertile women were also upset more often than their partners at seeing children. 
These childless women were particularly upset at seeing pregnant women, toddlers, 
and adolescents in comparison to their partners; these were particularly highly rated in 
absolute terms for seeing pregnant women and young children by the women from the 
childless couples. A greater number of women from inferile couples were found to 
avoid contact with other peoples’ children in comparison to their partners or the 
couples with children. Hence, it would appear that the infertilty is still currently 
leading the childless women to experience greater levels of distress at seeing 
children, as well as, a trend towards greater avoidance of cotact with children. Cook et 
al ( 1989 ) have reported the avoidance of children to be associated with greater levels 
of emotional distress, and avoidance of children has been found to be associated with 
increased levels of anxiety (Raval et al, 1987). Particularly distressing stimuli for the 
infertile women appear to be pregnant women and young children. Also, the 
association of greater levels of emotional distress with the coping strategies of wishful 
thinking, self-isolation, and self-blame for the infertile women may be indicative of
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these women increasingly avoiding child related situations. It is possible that the 
infertile women are leading more withdrawn life-styles.
4.2.2. The effects of a diagnosis for the infertility
The couples were asked how they had reacted when given a cause for their 
infertility. As not all the couples had been given a diagnosis or some had terminated 
their investigations before a cause may have been found, only the data for the couples 
given a diagnosis was analysed for this section. The responses made by the couples 
were retrospective to the time they had been given the diagnosis. There was a trend for 
the women to view the diagnosis of unexplained infertility in a negative way. Many 
women reported that they would have preferred the cause of the infertility to have 
been identified, as they perceived this outcome to be associated with the possiblity of 
treatment. These results lend support to the finding by OMoore et al ( 1983 ) that 
women with a diagnosis of unexplained infertility were found to be more anxious.
In contrast the men were found to have a positive reaction to the diagnosis of 
unexplained infertility. During the interview many of the men were reporting that 
they perceived this diagnosis to take away the pressure. The men viewed this 
diagnosis as allowing them to return to ’normal’ and to continue trying to have a child 
as it was "only a matter of time". As about half of the couples with children had been 
given a diagnosis of unexplained infertility there may have been a biasing towards 
these men retrospectively associating a positive reaction to this diagnosis. Also, it 
would have meant that the male ( and the female ) would have been freed of the 
doubt that he ( or she ) was infertile. There was little reaction to the diganosis of 
female infertility either by the men or women.
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The diagnosis of male infertility appeared to have a more negative affect for 
both the men and the women. When comparing across the same sex for couples with a 
dignosis of male infertility against the other diagnoses, women whose partners were 
diagnosed as infertile were found to show greater levels of hostility than the other 
women. The men diagnosed as infertile were found to use the coping strategies of 
’wishful thinking’, seeking social support, and self-isolation more extensively than the 
other men. These findings may suggest that although the men who were diagnosed as 
infertile may have been able to seek social support from others, they were perhaps 
becoming more isolated from their partner and just hoping that they will be able to 
have a child.
4.3.0. Comparisons for all the couples for the initial assessments
The couples who were lost to this study were compared with the infertile 
couples and the couples with children who were followed-up. Very few significant 
differences emerged across these three groups for the separate male and female 
comparisons that were carried out. The only significant differences that were found 
were those of the men from the couples remaining infertile when followed-up to show 
higher levels of depressed affect , and a greater severity of impotence and sexual 
dissatisfaction than the other two groups of men at initial assessment. The men 
diagnosed as infertile were found to have lower levels of overall sexual adjustment, 
and higher levels of premature ejaculation and non-communication, when compared 
to the men given other diagnoses for the initial scores on the GRISS. Therefore, the 
men diagnosed as infertile and the men from the couples remaining infertile were 
found to show higher levels of sexual problems when assessed initially. A higher level
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of depressed affect for the initial assessment was found for all the men from the 
couples who continued to remain infertile; but was not different across the different 
diagnostic groups. Hence, depressed affect for the men appeared to be independent of 
the diagnosis of male infertility, but was more a factor associated with continued 
infertility. These findings are supportive to some extent of the anecdotal report by 
Berger ( 1980 ) who cited a small number of case studies where the onset of 
impotence was associated with the diagnosis of azoospermia. There was little 
evidence from this study to suggest that the men diagnosed as infertile had been able 
to resolve the negative emotional feelings with time. Apart from these findings for the 
infertile men, the couples appear to form a homogenious group in terms of the initial 
assessments for emotional, marital, and sexual functioning.
4.3.1. Comparisons to investigate sex differences at follow-up
When the men were compared to the women for the infertile couples for 
emotional, marital, and sexual functioning no significant differences were found. 
These findings suggest that on average the men and women were functioning at 
similar levels. The infertile couples were on the whole showing good levels of 
emotional, marital, and sexual functioning. As, most of the infertile couples had 
undergone the majority of the infertility investigations these couples were at a 
comparable stage to some of the other studies that have recruited couples about to 
undertake IVF or A.I.D. treatment. The findings of this study are similar to the 
findings reported by Cook et al ( 1989 ), Callan ( 1987 ), and Fagan et al ( 1986 ), in 
that on average the infertile couples showed similar levels of emotional, marital, and 
sexual functioning to the normative ranges of functioning reported for standardized 
measures. The men from the infertile couples were found to use a significantly fewer
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number of coping strategies than their partners. The women were found to make a 
significantly greater use of ’wishful thinking’, seeking social support, and tension 
reduction coping strategies than the men. These findings are somewhat similar to 
those reported by Hearns et al ( 1987 ) using the WOC. The combined mean scores on 
the WOC scales for infertile couples being enrolled onto an IVF treatment program 
were similar to the mean scores obtained on the different WOC scales by the infertile 
couples in this study. The finding in this study that the men from the infertile couples 
were using fewer coping strategies to deal with the infertility may be indicative of the 
men coping less well with the infertility. This suggestion is supported by the results in 
this study of the men from infertile couples to show a non-significant change in the 
negative direction for emotional adjustment at follow-up. The men from infertile 
couples had similar levels of emotional adjustment to the females so it was not the 
case they the men had less to cope with than their partners, and hence needing fewer 
coping strategies.
The couples with children showed no differences between the men and women 
on emotional, marital, and sexual functioning. Also, they were found to use the 
different coping strategies when they had been infertile in a similar way to each other. 
As this was a retrospective rating by those couples now with children to the time when 
they were infertile, it is difficult to assess how accurate their ratings were with respect 
to the coping strategies they had used when infertile. These results may have been 
biased by the fact that they were no longer infertile. However, it is interesting that the 
men with children were found to be making a lesser use of self-isolation and ’wishful 
thinking’ in comparison to the men who were still infertile.
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4.4.0 Coping with infertility
A greater association between emtional, marital and sexual functioning and the 
types of coping strategies used was found for the women in the infertile couples. 
There was an association between higher levels of emotional distress and greater use 
of ’wishful thinking’, self-blame, and self-isolation for the infertile women. These 
findings support those of Cook et al ( 1989 ) where greater levels of depression and 
anxiety were associated with a greater use of avoidance as a coping strategy. The types 
of coping strategies adotpted by the infertile women in this study ( i.e. ’wishful 
thinking’, self-blame, and self-isolation ) may be viewed as those largely involving 
themselves and perhaps avoiding the use of other resources for coping with the 
infertility. It is difficult to assess the direction of the cause-effect nature of this 
relationship. Assuming a greater level of self-blame and becoming more isolated from 
others may lead to the greater levels of emotional distress. Conversely, it may be the 
case higher levels of emotional distress lead to greater use of self-isolation and a 
greater level of self-blame. Further research is needed to explore this relationship.
For the women in the infertile couples a poorer marital ralationship ( i.e. DAS 
total, marital satisfaction, and affectional expression ) was associated with self-blame. 
This relationship may be indicative of an increase in marital problems where the wife 
has assumed the blame for the infertility. Assuming such blame may then make it 
harder to communicate more openly about the infertility, and the wife may feel a lack 
of support from her partner.
There was an association between poorer sexual adjustment and self-blame, 
’wishful thinking’, and a lesser use of problem focused coping. Again, there appears to 
be a trend towards self-focused ways of coping and a greater severity of sexual 
problems.
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It would appear that the infertile women were no longer taking a proactive 
approach to their infertility ( this was something that they were doing when they were 
undergoing the infertility investigations ). To a large extent this option was no longer 
available to most of them. A few of the women were on waiting lists for other 
treatment but they would still have had to wait for probably another year before this 
option was available to them. Having no immediate options to be more proactive 
about the infertility appears to be associated with a greater amount of self-focused 
coping by the infertile women. The types of coping strategies used are however 
mainly ones of self-isolation, and self-blame. There may be a tentative suggestion that 
these women may perceive themselves to be in a situation where there is little they 
can do themselves to change the situation. This perception may reflect the reality that 
their attempts to have a child have failed so far, and that perhaps they may have to 
resign themselves to remaining childless.The extent to which these coping strategies 
have a negative influence on emotional, marital, and sexual adjustment, or are used 
because of poor adjustment needs further research. These findings may suggest a role 
for counselling for the women who continue to remain inbfertile. Such counselling 
may be able to prevent them from adopting a learned helplessness scenario’ and to 
help them to use more positive coping strategies.
For the men from the infertile couples an association was found between higher 
levels of anxiety and hostility and a greater use of tension reduction. The tension 
reduction scale contains items which include going away for holiday, increased intake 
of food, alcohol, or other intoxicants, and exercise. A poorer level of marital 
functioning was associated with a greater level of detachment and self-blame. The 
infertile men appear to be able to use tension reduction strategies to deal with their 
anxiety and hostility; though these may not be particularly good ways of coping. There
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is a suggestion that self-blame and a greater amount of detachment from the partner 
may be negatively associated with the marital relationship. Given that both the men 
and women from the infertile couples are using self-blame there is a suggestion that 
such an issue may be associated with greater isolation between the partners. The 
findings for the men tend to support the hypothesis that greater levels of emotional 
and marital distress would be associated with poorer methods of coping, though the 
latter relationship is weaker than was found for the women.
4.5.0. Change over time
The results evaluating change over time for emotional, marital, and sexual 
adjustment between the men and women from the infertile couples showed no 
significant change for emotional and marital adjustment with time. There was a trend 
for the overall level of marital adjustment to worsen with time for both the men and 
women, though the mean scores on the DAS scale were still in the range for a good 
marital adjustment. For sexual adjustment the only significant differences to emerge 
between the men and women were those of the women to be showing a greater level 
of non-communication about the sexual relationship thanthe men at both time 
intervals. Also, both the men and women were found to have a reduced frequency of 
intercourse at follow-up. The decrease in the frequency of sexual intercourse for the 
infertile couples may reflect the general population findings that couples experience 
such a decrease with age and the increased length of the relationship (Bancroft, 1983) 
These findings do not lend support to the subjective finding of Lalos et al (1985 
(H)) that the infertile women were found to show higher levels of emotional distress 
both at the initial assessment and at a two year follow-up. The subjective findings 
reported by these authors that the marital relationship had changed little over time are
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supported by the above results of this study. As many of the infertile women in this 
present study had undergone a laparoscopy they are somewhat comparable to the 
group of women in the study by Lalos et al. However, with the use of a standardised 
measure for sexual adjustment the findings of this study show that on the whole there 
was little change in the overall level of sexual functioning for the infertile couples at a 
three year follow-up. These findings are also similar to those reported by Daniluk ( 
1988 ) who found little change over time in the marital and sexual relationship over 
the time period that the infertile couples were undergoing the infertility investigations.
For the couples with children the women were found to be showing higher 
levels of depression, anxiety, and hostility at both time intervals than their partners. 
The higher levels of distress observed in these women both initilally and at follow-up 
may be related to this group consisting of mainly couples given a diagnosis of 
unexplained infertility or female infertility. Given that the women were reacting more 
negatively to the diagnosis of unexplained infertility, this may explain the higher 
levels of emotional distress for the initial time period.
The couples with children showed a trend towards a worsening of the marital 
relationship, though again the mean scores on the DAS were in the normal range at 
follow-up. Also, there was a decrease in the amount of dyadic cohesion being shown 
by these couples with time. The women were found to show a greater level of sexual 
dissatisfaction at follow-up, whereas, the men were found to show significantly less. 
The level of non-communication and frequency of intercourse were found to decrease 
with time for these couples. These changes in the marital and sexual relationship for 
the couples with children appear to reflect the general changes that may follow after 
having children. Most of the women had stayed at home to bring up their children. 
They would have had less time to pursue their outside interests. The couples would
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also have had fewer opportunities to have had a satisfactory sexual relationship with 
having to look after a young child.
The results for comparing the women with children with the infertile women 
showed few significant differences. The only significant findings were those re­
establishing a greater level of non-communication and a decrease in the frequency of 
intercourse at follow-up. The men from infertile couples were found to show higher 
levels of emotional distress at both the time intervals in comparison to the men with 
children. These men were alsofound to show a significant decrease in their self-esteem 
at both time intervals, whereas the reverse was found for the men with children. Both 
groups of men were also found to show a worsening of the marital relationship over 
time, along with a greater decrease in the frequency of intercourse.
The results evaluating the change over time lend some support to the hypothesis 
that the resolution of the infertility ( in terms of being able to have had a child ) may 
result in better adjustment. However, this only appears to be the case for the men with 
children. For the women hardly any differences were found in their adjustment over 
time. The finding that women with children continued to experience greater levels of 
distress may be explained by them having having to deal with the new stressors 
resulting from having to bring up children.
Also, the suggestion in the anecdotal literature that the infertile couples 
experience a grief reaction which is resolved with time ( e.g. Menning, 1980 ) is not 
supported by these findings. On the whole the couples were found to show reasonably 
good levels of emotional, marital, and sexual adjustment at both time intervals. The 
findings suggest that in particular the men diagnosed as infertile appear to be 
experiencing a greater level of distress which has not 
been resolved with time.
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4.6.0 The results of the intercorrelations
The results for the intercorrelations between the standardised measures show 
that for the infertile women there is an association between higher levels of emotional 
distress and a greater level of non-communucation about the sexual relationship. A 
low level of self-esteem was also associated with a greater level of non­
communication. These results lend support to the similar findings reported by Cook et 
al ( 1989 ) between the association of emotional distress and a poorer sexual 
relationship.
The men from the infertile couples appeared to show no association between the 
marital relationship and the sexual relationhip. Also, there was no association with 
emotional functioning and the latter. These findings suggest that these the infertility 
was having a greater impact on the sexual relationship, but not the marital 
relationship. The expected relationship between the marital and sexual relationship 
was not found for the men. The marriage had been stable and had allowed these 
infertile couples to remain together, though the infertility appeared to be an 
intervening variable affecting the sexual relationship. These findings are different to 
the initial results ( Raval, 1986 ) where the infertile couples were found to show a 
relationship between the marital and sexual relationship.
The couples with children continued to show an association between the marital 
and sexual relationship. There was little association between these and emotional 
adjustment for these couples. It may be the case that being able to retain the 
association between the marital and sexual relationship is indicative of better 
adjustment.
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4.7.0. Clinical implications of the findings
The results of this study found that the infertile women showed greater 
avoidance of children. Given the findings of several studies that avoidance of children 
( e.g. Cook et al, 1989; Raval et al, 1987 ) may be associated with increased levels of 
anxiety and emotional distress, there may be an implication that these women 
continue to avoid situations where there is a high probability of seeing children. This 
process may then be maintained by operant conditioning principles, with increased 
levels of emotional distress serving to negatively reinforce the avoidance behaviour. If 
this was found to be the case there may be a possiblity of helping these women to re­
adjust to their previous life-style by a behavioural treatment approach using graded 
exposure.
The process of avoidance and making a greater use of internalised ( i.e. ’wishful 
thinking’ and self-blame ) and self-isolation methods of coping with the infertility may 
be viewed as strategies more likely to lead to negative affect. For the infertile women 
greater levels of emotional distress and poorer levels of marital and sexual functioning 
were found to be associated with such coping strategies. It may be possible to counsell 
such women to learn to use more proactive methods of coping ( e.g. increase their 
outside interests, join self-help groups ), and to help them to avoid revolving their 
lives around the infertility.
The diagnosis of male infertility was found to have a particularly negative effect 
on the men. Again there was some evidence of these men becoming more isolated and 
showing a complete detachment between their emotional, marital, and sexual 
adjustment. If the latter finding was viewed as being negative then there could be a 
case for providing counselling to couples with a diagnosis of male infertility. It may 
be possible to use behavioural strategies to help these men regain these associations
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between the different aspects in their relationship ( e.g. increase communication about 
feelings and about problems relating to the infertility with their partner ).
Most of the couples had expressed dissatisfaction with the opportunity given to 
them to be able to discuss their feelings at the infertility clinic. There may be an 
important role for a counsellor to be available to these couples so that there is 
someone they can receive help from in being to discuss their feelings, and perhaps 
receive advice on the possible medical and other ( e.g. adoption ) options that are 
available to them, as the different stages of investigations and treatment may limit the 
alternatives that are available.
4.8.0 Limitations of this study
One of the limitations of this study was the small number of subjects it was 
possible to recruit. As this was a follow-up study the number of subjects available to 
take part was restricted from the onset. Also, although there were no differences in the 
characteristics of the couples who did not take part in this study for the initial 
assessments for emotional, marital, and sexual functioning, it is difficult to know how 
different they may have been at follow-up. To an extent the original sample consisted 
of a self-selected group of couples who had chosen to undergo the infertility 
investigations, and who had been willing to participate in a research project. This may 
have led to a biasing effect towards those couples with a fairly good emotional, 
marital, and sexual adjustment taking part in the original study. The present study 
consisted of a sub-sample of this group, and it is possible that there may have been a 
further biasing effect towards those couples still maintaining a good level of 
adjustment willing to take part at follow-up.
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These findings are limited to couples who were originally diagnosed as having 
primary infertility. It may not be possible to generalise these findings to couples with a 
history of secondary infertility. Also, very few of the infertile couples were currently 
undergoing further treatment or investigations for the infertility, and it may be the case 
that these couples may differ from those who continue to seek further investigations or 
treatment.
As the couples were only folllowed-up after about three years it was not possible 
to assess the changes that had taken place nearer to the times of when the couples had 
been discharged form the hospital, and how they had adjusted during the time interval 
that followed shortly after this.
4.8.1. Suggestions for further research
A prospective study is needed to assess the changes over time for infertile 
couples. Very little is still known about how the couples’ experience of the infertility 
changes with the different stages of the investigations and with different outcomes 
that are possible at each of these stages. Such a design would lend itself to testing the 
hypothesis that the couples experience a grief reaction.
Also, the issue of the avoidance towards children that is shown by the infertile 
women needs further research as this has possible clinical implications as to the types 
of help these women may be offered. Also, further research needs to address the issue 
of whether psychological screening of the infertile couples may help to identify 
couples who are more likely to experience the investigations and treatment in a 
negative way, or perhaps not have as strong a relationship to see the investigations to 
completion.
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4.9.0.Conclusions
The following conclusions were made
1) The experience of the infertility investigations had little long-term affect on the 
marital and sexual functioning of the couples in this study; this result is in contrast 
to much of the anecdotal literature suggesting that the sexual and marital 
relationhip are affected by the investigations.
2) The couples reported that not enough opportunity had been given to them to 
discuss their feelings at the infertility clinic.
3) Infertile women continued to showed higher levels of avoidance of children and 
greater distress at seeing children and pregnant women.
4) For the women a diagnosis of unexplained infertility and male infertility was 
perceived in a negative way.
5) For men a diagnosis of male infertility was perceived in a negative way, whereas, a 
diagnosis of unexplained infertility was perceived in a positive way. There was 
some evidence to suggest that these men were effected more negatively than the 
other men.
6) Men diagnosed as infertile were found to make a greater use of self-isolation and 
’wishful thinking’ as ways of coping with the infertility.
7) Infertile women were found to have an association between greater levels of 
emotional distress, poorer marital and sexual functioning, with a greater use of 
’wishful thinking’, self-isolation, and self-blame as coping strategies to deal with 
the infertility.
8) The couples with children and the infertile couples showed little change for their 
emotional, marital, and sexual functioning over time. The consistent change found
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for all couples was an increase in the level of non-communication about the sexual 
relationship, and a decrease in the frequency of sexual intercourse with time.
9) There was little association between the marital and sexual relationhip for the 
infertile couples. The women from infertile couples showed a relationsip between 
greater emotional distress and poorer sexual adjustment. Hence, infertility may act 
to disrupt the expected relationship between the marital and sexual relationship. 
This expected association was found to remain for the couples who had been able 
to have children.
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A PPE N D IX  I
KAACL
Name: Date:
Age: Day:
Sex: Time:
I n s t r u c t io n o : On t h i s  sh e e t  you w i l l  f in d  words which d e s c r ib e  d i f f e r e n t  
kinds o f  moods and f e e l i n g s . Mark an X 'in the boxes b e s id e  the words which
d e sc r ib e  how you,have f c lt_ R E C E NJLY. _ y j ;  _______________________________________
_______________________. Some o f  the words may sound a l i k e ,  but we want you [
to"mark a l l  the words th a t  d e sc r ib e  your f e e l i n g s .  Work q u ic k ly .  Don’ t j
spend too long th in k in g  about any ”v7ord”i n - p a r t i c u l a r .  You may murk as many
words or as few words as you l i k e .
1 . D a c t i v e 26. a co o l 51. □ fu r io u s
2 . a adventurous 27. □ c o o p era t iv e 52. a gay
3. □ a f f e c t i o n a t e 28. □ c r i t i c a l 53. Q  g e n t l e
4. □ a fr a id 29. □ c ro ss 54. '__1 g la d
5. □ a g i t a t e d 30. □ c r u e l 55. uLl gloomy
6 . a a g reea b le 31. Q daring- 56. : a good
7. LJ a g g r e s s iv e 32. O d esp era te 57. a good-natured
8 . a a l i v e 33. O d estro y ed 58. a grim
9. a a lon e 34. □ devoted 59. a happy
10. □ amiable 35. a d is a g r e e a b le 60. a h e a l th y
11. □ amused 36. □ d is c o n te n te d 61 . □ h o p e le s s
12. p angry 37. D discouraged 62 . □ h o s t i l e
13- a annoyed 38. D d isg u s te d 63. □ im p a t iont
14. □ awful 39. a di sp le a se d 64. □ in cen sed
15. p b a sh fu l 40. D e n e r g e t ic 65. a in d lgn n n t
16. a b i t t e r 41. D enraged 66. a in s p ir e d
17. a b lu e 42. Q e n t h u s i a s t i c 67. □ i n t e r e s t e d
18. □ bored 43. D f e a r f u l 68. □ i r r i t a t e d
19. □ calm 44. O f i n e 69. D j e a lo u s
20. a ca u t io u s 45. D f i t 70. a j o y f u l
21. □ c h e e r fu l 46. □ fo r lo r n 71. □ k in d ly
22. a c lea n 47. □ frank 72. a l o n e l y
23. ] j complaining 48. □ f r e e 73. a l o s t
24. Qcontented 49. □ f r i e n d l y 74. a lo v in g
25. □ contrary 50. D f r ig h te n e d 75. a low
t«5
A p p e n d ix  1 c o n t .
7 6 . L J lucky
7 7 . L J mad
7 8 . ;ZJ mean
7 9 . O meek
8 0 . d merry
8 1 . n m ild
6 2 . a m iserab le
8 3 . C i nervous
8h. Q o b lig in g
8 5 . a
offended
8 5 . ci­ outraged
8 7 . r a panicky
8 8 . C i p a t ie n t
89 . t : j . p e a c e fu l
9 0 . CJ p le a se d
91 . C J p le a sa n t
92 . a p o l i t e
93 . a pow erfu l
9U. o q u ie t
95 . a r e c k le s s
96 . i c r e je c te d
9 7 . r a rough
9 8 . i d sad
9 9 . Cl sa fe
100 . a s a t i s f i e d
101. a secu re
102. a shaky
103 . n shy
104 . □ soothed
105. t C i stead y
106 . a stubborn
107 . a stormy
108 . n stron g
109. □ s u ffe r in g
110. j j1 su lle n
111. [ ] nunk
112. [ j sym pathetic
113. [ Z l  tame
114. [ | tender
115. f ( ten se
116. [ t e r r ib le
117. 1 I t e r r i f i e d
118. j |  th o u g h tfu l
119. 1 1 tim id
120. | |  torm ented
121. |~ J  understand ing
122. | junhappy
123. d  u n so c ia b le
124. f ~ f  u p set
125. | [ vexed
126 . | } warm
127. f | whole
128. □  'vUd
129. I ( W ilfu l
130. [_j w ilte d
131. [ |  worrying
132. ( | young
SCORES : A = D
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A PPE N D IX  3
DYADIC ADJUSTMENT SCALE
Most persons have disagreements In their relationships. Please indicate below the 
approximate extent of agreement or disagreement between you and your partner for each 
item on the following list.
Always Almost Occa- Fre- /Almost Always
Agree Always sionally quently Always Disagree
________  Agree Disagree Disagree Disagree
1. Handling family finances ' '
2. Matters of recreation
3. Religious matters
4. Demonstrations of affection
5. Friends
6. Sex relations
7 .  C o n v e n t t o n a l i t y ( c o r r e c t  o r
p r o p e r  b e h a v i o u r )
8. Philosophy of life
9. Ways of dealing with 
parents or in-laws
10. Aims, goals, and things 
believed important
11. Amount of time spent together
12. Making major decisions
13. Household tasks
14. Lesure time interests and 
activities
15. Career decisions
All Most of More
the the often Occa-
tlme time than not sionally
16. How often do you discuss or 
have you considered divorce, 
separation, or terminating
your relationship? __________________
17. How often do you or your mate
leave the house after a fight?__________ _______  ________
18. In general, how often do you 
think that things between you
and your partner are going well?__________________________
19. Do you confide in your mate?
20. Do you ever regret that you 
married?(or lived together)
21. How often do you and your 
partner quarrel?
22. How often do you and your mate 
"get on each other's nerves?"
r>*
Rarely Never
23. Do you kiss your mate?
-  2 
Every Day
Almost 
Every Day
Occas­
ionally R a r e l y Never
All of 
them
Most of 
them
24. Do you and your mate engage in 
outside interests together?
Some of 
them
Very few 
of them
How often would you say the following events occur between you and your mate7
Less than Once or Once or Once 
once a twice twice a
Never month a month a week
25. Have a stimulating exchange
of ideas
26. Laugh together
27. Calmly discuss something
28. Work together on a project
day
None of 
them
More 
of ten
These are some things about which couples sometimes agree and sometime disagree. Indicate 
if either item below caused differences of opinions or were problems in your relationship 
during the past few weeks. (Check yes or no)
Yes No
29.
30.
31.
Being too tired for sex. 
Not showing love.
The dots on the following line represent different degrees of happiness in your 
relationship. The middle point, "happy" represents the degree of happiness of 
most relationships. Please circle the dot which best describes the degree of 
happiness, all things considered, of your relationship.
Extremely Fairly A Little Happy Very Extremely
Unhappy Unhappy Unhappy Happy Happy
Perfect
32. Which of the following statements best describes how you feel about the future of 
your relationship?
________  I want desperately for my relationship to succeed, and would go to almost
any length to see that it does.
I want very much for my relationship to succeed, and will do all I can to 
see that it does.
I want very much for my relationship to succeed, and will do my fair share 
--------  to see that it does.
It would be nice if my relationship succeeded, but I can't do much more 
--------  than I am doing now to help it succeed.
It would be nice if it succeeded, but I refuse to do any more than I am doing
--------  now to keep the relationship going.
My relationship con never succeed, and there is no more that I can do to 
--------  keep the relationship going.
A P PE N D IX  4
PLEASE rO M M -FTE THIS SECTION IN
e u x x  c a p i  i a l s  m  h i k e
BEGINNING THE QUESTIONNAIRE
name o r faitxe*
lenctm o r ulationsh;p_.............................
YEARS.................. “ SS.™*
IN STRU CTIO N S 
E a c h  question  is follow ed by  a 
aeries o f  possib le answ ers:
N NEVER
H HARDLY EVER 2»
O OCCASIONALLY
U  USUALLY 21
A ALWAYS
R ead  e a d i  question  ca refu lly  and  
dec ide  w hich an sw er b est desc ribes  "  
the  w ay things h a r e  b ee n  fo r you  
recently , then  fill in th e  circ le  
surrounding  the co rrespond ing  letter. "
PLEASE a n s w e r  e v e r y  q u e s t i o n .
I f  y ou  are no t com plete ly  su re  w hich 
answ er is m ost accu ra te , fill in  the 
c irc le  correspond ing  to  the answ er 
.w h ich  y ou  feel is m ost appropriate .
. D o  no t spend  to o  long  on  each
; q u e d io n . M
. 'h e a s e  answ er th is questionnaire  
1 w ith * #  d iscussing  an y  o f  the 
* q u e s V n s  w ith  y o u r partn e r. In  o rd e r * •  
fo r  u s  to  o b ta in  valid  inform ation  it 
'  is  im portan t fo r y ou  to  answ er each
q uestion  a s  honestly  an d  as  
ac cu ra te ly  as possible.
ALL THE INFORMATION 
W ILL BE TREATED IN  THE 
STRICTEST CO NFIDENCE.
G .R .L S .S V F E M A L E  „ V '
D o you feel uninterested in sex?..........................................................®  ' © •  ®
D o you ask your partner what he likes or dislikes fiT) rTT\ fn i  fT îw .
about your sexual relationship?       V J  /y
A re there weeks in which you don 't have sex at a ll? ..............................0 5  S )  ©  /
D o you become easily sexually aroused?.........................................©  ©  ©  ©  'v
i s  ..................® ® ®  ® <>/
 ®  ®  ® ® 0/
D o you try to avoid having sex with your partner?....................... (^ ..(T î)...(ô ). ©  0  /
A re you able to experience an orgasm with your p a rtner? ......... ©  ©  ©  ©  ' /
D o you enjoy cuddling and caressing your partner’s b o d y ? ....... ©  ©  ©  ©
D o you find your sexual relationship with your partner ^  ^  © . ©
Is it possible to  insert your finger into your vagina Zn ) f ih  fo ) (Ù) f,
without discom fort?.......................................................................................  W  W  /y
D o you dislike stroking and caressing Zn I ftT) fo ) ( ih  f/
your partner’s p en is? ............................................................................... . w  t y ; .  tu ;
D o you become tense and anxious when ^  (h) (o) (u) ^
your partner wants to  have s e x ? ..........................................................   ( / /
D o you find it impossible to have an o rgasm ?.................- .............© •  ©  ©  ©  Zz
D o you have sexual intercourse m ore than twice a w eek?......... © . .  ©  ©  ©
 _ © .© © ©  ©
    © ©  ©  © ©
 © .© .© .©  ©
D o you eqjoy having your genitals stroked and caressed ^
by your partner? .......................................................................................... /
D o  you refuse to  have sex with your p artner?  (2 )--© ' •/ y
 © ©  ©  ©  ©
—  © © . © ©  ©
 © © . © © ©
D o you dislike being cuddled and caressed by your partner? ....© . . ©  • ©  • ©  ©
D oes your vagina becom e moist during lovcmaking? ---------- ©  ©  ©  ©  / z
D o  you enjoy having sexual intercourse with your p a rtn e r? ......©  . ©  . ©  ©  ©
D o you fail to  reach orgasm during in tercourse? ........................... ©  ©  ©  • ©  zz
•« S u san  G d o m b o k . In stitu te  o f 
P sy ch ia try . L ondon U niversily  
Jo h n  RusL Institu te o f  E duca tion . 
L ondon  U niversity
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r iiA s r  com pi r ip  m ix  s it iio n  in
BLOCK CAPI1ALS HIÏ  ORI. ,
n rC IN N IN G  THE QUV.SriONNAIKE
NAUf O f FA lT N f*
l t n c t ii  o r  u l a t i o n i h i f
IN STRU CTIO N S
E ac h  question  is follow ed by  a
series o f  possib le answ ers:
N NEVE*
II HARDLY EVE*
O OCCASIONALLY 
U USUALLY 
A ALWAYS
R ead  ea ch  qu estio n  ca refu lly  and 
decide w hich an sw er best desc ribes 
the w ay things h av e  b ee n  for you 
recently; then  fill in the  circle 
surrounding  the co rrespond ing  letter.
PLEASE ANSW ER EVERY QUESTION 
If you are not co m p lete ly  su re w hich  
answ er is m ost ac cu ra te , fill in  the 
circle co rrespond ing  to  the answ er 
w hich you  feel is m ost appropriate .
D o  not sp en d  lo o  long o n  each  
question.
P lease  answ er th is  questionnaire 
withams d iscussing  an y  o f  the 
q u e s # m s  w ith y o u r partne r. In  o rder 
for us lo  o b ta in  valid  in form ation  il 
is im portan t for you  to  answ er each  
question  as honestly  and  as  
accura tely  i s  possib le .
A PPEN D IX  3  - t ^ V ' S
G .R .L S .S 7 M A L E  #
D o you h ive  sexual intercourse more than twice a week?............( n) ..(h) ...© ...(u ) (Â)
D o you find it hard to  tell your partner what you like
or dislike about your sexual relationship?............................................................................. I aJ
D o you become easily sexually aroused?............................................................ ©  .© • ■ ©
Are you able to delay ejaculation during intercourse ^  ^
if you think you may be ‘coming* too quickly?..................................................(o )  (U/-
Are you dissatisfied with the amount o f variety ^
in your sex life with your partner?........................................................ Cü)- Cil) U?/ W  W
D o you dislike stroking and caressing — „  ^  x
your partner's genitals?..».........................................................................©  (jD- ©  (<!) M
D o you become tense and anxious when _ -
your partner wants lo have sex?............................................................ ©  ©  (<>) ©  ©
D o you enjoy having sexual intercourse with your partner?.........© .  ©  ©  ©  ©
D o you ask your partner what she like* and dislikes — „  —  ^^
about your sexual relationship?............................................................. ©  ©  ©  ©  ©
D o you fail to get an erection?.............................................................© • .© • • © • • © )  •■©
D o you feel there is a lack o f love and affection r s
in your sexual relationship with your p a rtner? ................................ I n ; . . .©  .fo j  ..tty  ©
D o you enjoy having your penis stroked and caressed / - n / - \  /—v / - n
by your partner?.......................................- ............................................... ^ © . .© •■ © )•■•©  ■ ©
C an you avoid ejaculating too quickly during intercourse?...........©  ©  ©  ©  ©
D o you try  to  avoid having sex with your partner?........................ ©  ©  ©  ©  ©
D o you find your sexual relationship with your partner — ^   ^ ^
satisfactory? .............................................................................................. © . © . . © . . © . . ©
D o you get an erection during foreplay with your partnei?.......... ©  ©  ©  ©  ©
A re there weeks in which you don 't have sex al all?..................... ©  ®  ©  ©  ©
D o you enjoy mutual masturbation with your partnci?..................©  ©  ©  ©  ©
If you w ant sex with your partner do you z-x z-x z7\
take the initiative?..................................................................................... ©  ©  ©  ©  ©
D o  you dislike being cuddled and caressed by your partner? © . . © . . © .  © .  ©
D o  you have sexual intercourse as often as you would like? © . . © . . © . . ©  . ©
D o you refuse to  have sex with your partner? .................................© . . © . . © . . ©  . ©
D o you lose your erection during intercourse?................................ ©  ©  ©  ©  ©
D o you ejaculate without wanting to  alm ost as soon as r- r~\
your penis enters your partner's vagina?..........................................  (Nj tH j .ffy  lUj .i AJ
D o you eqjoy cuddling and caressing your partner's body? ©  ©  ©  ©  ©
D o you feel uninterested in sex?...........................................................( © . .© ) .  © 1  ( ©  (Â)
D o you ejaculate by accident just before your penis is z~ n z-x z"-\ zr:» zT\
about to  en ter your partner's vagina?.................................................. f ^ . . . ( ^ .  (O j..tU )..IA ;
D o you have feelings o f ditgust about what you _  _  ^
and your partner do during iovem aking?............................................Qj|...tn)..f_o;..IUj...(A7
ALL THE INFORMATION 
WILL BE TREATED IN THE 
STRICTEST CONFIDENCE
‘'S u sa n  G o lom bok . In slilu lc  of 
P sych ia try . L o ndon  U niversity  
Jo h n  R usL In s titu te  o f  E duca tion . 
L ondon U niversity
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WAYS OF COPING (Revised)
scraccgies you are using in dealing with — P  _!Qj- — —  '
Does not Used Used Used-a
apply and/or some- quite great
not’ used what a bit deal
1 .  J u s t  c o n c e n t r a t e  o n  w h a t  I  h a v e  
c o  d o  n e x t  —  t h e  n e x t  s t e p .
2 .  I  t r y  t o  a n a l y z e  t h e  p r o b l e m  i n  
o r d e r  t o  u n d e r s t a n d  i t  b e t t e r •
3 .  T u r n  t o  w o r k  o r  s u b s t i t u t e  
a c t i v i t y  t o  t a k e  m y  m i n d  o f f  
t h i n g s .
4 .  I  f e e l  t h a t  t i m e  w i l l  m a k e  a  
d i f f e r e n c e  —  t h e  o n l y  t h i n g  t o  
d o  i s  t o  w a i t .
5 .  B a r g a i n  o r  c o m p r o m i s e  t o  g e t  
s o m e t h i n g  p o s i t i v e ,  f r o m  t h e  
s i t u a t i o n . .
6 .  I ' m  d o i n g " s o m e t h i n g  w h i c h  I  d o n ' t  
t h i n k  w i l l  w o r k ,  b u t  a t  l e a s t  I ’ m 
d o i n g  s o m e t h i n g .
7 .  T r y  c o  g e t  t h e  p e r s o n  r e s p o n s i b l e  
t o  c h a n g e  h i s  o r  h e r  m i n d .
8 .  T a l k  t o  s o m e o n e  t o  f i n d  o u t  m o r e  
a b o u t  t h e  s i t u a t i o n .  ’
9. Criticize or lecture myself.
1 0 .  T r y  n o t  t o  b u r n  m y b r i d g e s  b u t  
l e a v e  t h i n g s  o p e n  s o m e w h a t .
1 1 .  ‘H o p e  a  m i r a c l e  w i l l  h a p p e n .
1 2 .  Go a l o n g  w i t h  f a t e ;  s o m e t i m e s  
I  j u s t  h a v e  b a d  l u c k .
1 3 .  Go o n  a s  i f  n o t h i n g  i s  h a p p e n i n g .
1 4 .  I  t r y  t o  k e e p  my f e e l i n g s  t o  
m y s e l f - .
1 5 .  L o o k  f o r  t h e  s i l v e r  l i n i n g ,  s o  
t o  s p e a k ;  c r y  t o  l o o k  o n  t h e  
b r i g h t  s i d e  o f  t h i n g s .
0.
0
0
0
0
0
0
0
0
)1Z
/ Dooa not Used Used Used aapply and/or some- quite great
not used what a bit deal
16. Sleep more than u su a l. 0
17. I express anger to the per3on(s)
who caused the problem. 0
18. Accept sympathy and understanding
from someone. 0
19. I t e l l  m yself things th at help  .
me f e e l  b e tte r . 0
20. I' am insp ired  to do something 
c r e a tiv e . .0
21. Try to fo rg et the whole th in g . 0
22. I'm g e ttin g  p ro fe ss io n a l h e lp . 0
23. I'm changing or growing as a
person in  a good way. 0
24. I'm w aiting to see what w i l l
happen before doing anyth ing. 0
25. Apologize or do something to
make up. 0
26. I'm making a plan o f  a c tio n  and
follow in g  i t .  0
27. I accept the next b est  th in g  to
what I want. ' 0
28. I l e t  my fe e lin g s  out somehow. 0
29. R ealize I brought the problem
on m yself. 0
30. I ’ l l  come out of the experience
b e tter  than when I went" in". . 0
31. Talk to someone who can do some­
thing concrete about the problem. " 0
32. Get away from i t  fo r  a w h ile ; try
to r e s t  or take a v a ca tio n . 0
33. Try to make myself f e e l  b e tte r  by 
ea tin g , "drinking, smoking, u sin g  
drugs or m edication, e t c .  0
ia3
Docs HOC Used 
apply and/or some- 
not used whac
34,
35
Take a b ig  chance or do something 
r isk y .
X try  not to act too h a s t i ly  or 
fo llo w  my f i r s t  hunch.
36. Find ncw# fa ith .
37. Maintain my pride and keep a 
s t i f f  upper l ip .
38. Rediscover whac i s  important 
in  l i f e .
39. Change something so th ings w i l l  
turn out a l l  r ig h t . .
• 40. Avoid being with people in  gen era l.
41. Don't l e t  i t  get to  me; refu se  to
think too much about i t .
42.. Ask a r e la t iv e  or. fr ien d  I resp ect  
fo r  a d v ice .
43. Keep oth ers from knpwing how bad 
th ings are .
44. Make l ig h t  o f the s itu a t io n ;
refu se to get too ser io u s  about i t .
45. Talk to someone about how I am 
f e e l in g .
46. Stand my ground and f ig h t  for  
what I want.
47. Take i t  out on other people.
48. Draw on my past experiences; I 
was in  a s im ila r  s itu a t io n  b e fo re .
49. I know what has to be done, so I 
am doubling my e f fo r t s  to make 
things- work.
50. Refuse to b e liev e  i t  w i l l  happen.
51. Make a promise to m yself that 
th ings w i l l  be d if fe r e n t  next tim e, i
52. Come up w ith a couple of d if fe r e n t  
so lu tio n s  to the problem. (
0
0
0.
O'
Used Used a 
q u ite  great 
a b it  deal
\
•  2
2
I2H
Doea not Used 
apply and/or somc- 
noc used whac
53. Accept l e , sin ce  nothing can
be done. 0
54. I cry to keep my fe e lin g s  from 
in te r fe r in g  with ocher th ings
coo much. 0
55. Wish chat “I can change whac is *
happening or how I f e e l .  0
56. Change something about m yself. 0
57. I  daydream or imagine a b e tte r  
time or p lace than the one I
am in . . Q
58 .  Wish that the s itu a tio n  would go
away or somehow be over w ith . 0
59. Have fa n ta s ie s  or wishes about
how th ings might turn out. 0
60. I pray. 0
61. I  prepare myself fo r  the w orst. 0
62. I go over in  my mind whac I
w i l l  say or do. , 0
63. I th ink about how a person I
admire would handle th is  s i tu a ­
tio n  and use that as a model. 0
64. I try  to see things from the
other person’s point of view . * 0
65. I remind m yself how much
worse th ings could be. 0
66. I jog  or e x e r c ise . o
67. I- try  something e n t ir e ly  d if fe r e n t  
from any o f the above. (P lease  
d e sc r ib e .)
Used Used a 
quite great 
a bit deal
1 2 3
APPENDIX 7
CODE:
SEX:
1) Are you s t i l l  a tten d in g  the c l i n i c  a t St Mary's h o sp ita l  
fo r  in f e r t i l i t y ?
a) What are you s t i l l  a tten d in g  for?
2) How long have you been (were you) try in g  to  have a ch ild ?
3 ). Are you s t i l l  having any fu rth er  t e s t s  fo r  i n f e r t i l i t y ?  
a) What t e s t s  are these?
4) what t e s t s  have you undergone so  far?
5) Are you s t i l l  undergoing any treatm ent?
a) What i s  the treatm ent?
b) How long have you been r e c e iv in g  th is  treatm ent?
6) What other treatm ent have you rece iv ed  fo r  th e in f e r t i l i t y ?
a) How long d id  you r e c e iv e  th is  treatment?
7 ) How long has i t  been s in c e  you stopped a tten d in g  the c l i n i c  
a t  St Mary's fo r  treatm ent?
H R  OFFICIAL 
USE
1)
a)
2 )
3) 
a)
4)
5)
a)
b)
6 )
a)
7)
a) why did you stop attending? (Were you told by the clinic a) 
or was it your own decision to stop?)
b) What made you stop attending of your own accord?
8) Have you been told the cause of the infertility?
a) What reason were you given as to why you could not have 
children?
b) How did finding out the cause make you feel?
9) Did any of the tests affect your marital relationship?
b) After you stopped attending the clinic?
c) At present?
b)
8 )
a)
b)
9)
How did the test affect your marital relationship during:
a) The time that you were attending the clinic for a)
investigations?
b)
c)
\ X 1
10) Did any of tho tests affect your sexual relationship?
How did the test affect your sexual relationship during
a) The time whilst you were attending the clinic for 
investigations?
b) After you stopped attending the clinic?
c) At present?
11) Did you avoid any situations or activities because of 
the infertility?
a) Do you still avoid these?
12) Did you involve yourself in any situations or activities 
because of the infertility?
a) Are you still involved with these?
APPENDIX 8
Please tick the box that applies to tho answer that best 
describes how you feel.
1 ) How much information do you feel you were given by the 
clinic about the infertility investigations?
A great deal Some Little Very little None
2) Do you feel that the amount of information given about 
the investigations was?
Far too little Too little About right Too much Far too much
'
3) How much information were you given about the treatment for 
infertility?
A great deal Some Little Very little None
4) Do you feel that the amount of information given about the 
treatment was?
Far too little Too little About right Too ouch Far too much
CODE
s e x :
1)
2 )
3)
5) How much opportunity were you given to discuss your feelings 5) 
about the infertility?
A great deal Some Little Very little None
6) Do you feel that the amount of opportunity given to discuss 6) 
your feelings about the infertility was?
Far, too little Too little About right Too much Far too muchj
7) Did you/do you get upset at not being able to have a child? 7)
Not at all Very little A little A lot A great deal
8) How often do you/did you get upset at not being able to 
have a child?
Never Per year Per month Per week Per day
9) Does see in g  other p e o p le 's  ch ild ren  (eg fr ien d s or fam ily )  
upset you?
Every occasion Quite often Sometimes Rarely Never
10) Do you ever try to avoid seeing friends or family because 
their child/children will be with them?
Never Rarely Sometimes Quite often As often as 
possible
11) How much distress does seeing each of the following cause 
you?
a) Pregnant women?
Not at all Very little A little A lot A great deal
b) Small babies?
Not at all Very little A little A lot A great deal
c) Toddlers?
Not at all Very little A little A lot A great deal
d) Primary school children?
Not at all Very little A little A lot A great deal
e) Adolescents?
Not at all Very little A little A lot A great deal
Appendix 9
Frequencies on the Guttman Scales for infertile couples and couples with children 
Scale Ratings
a) How much information was given :
1) Information about investigations A great deal Some Little Verv Little None
a) Infertile women 5 6 2 0 0
b) Infertile men 3 6 0 3 1
c) Women with child 6 3 1 1 0
d) Men with child 5 4 3 2 1
3) Information about treatment
a) Infertile women 2 7 3 1 0
b) Infertile men 3 4 1 4 1
c) Women with child 5 2 1 2 1
d) Men with child 1 9 1 0 0
b) Opportunity to discuss feelings :
5) How much opportunity given to 
discuss feelings at clinic
a) Infertile women 1 5 3 3 1
b) Infertile men 1 5 3 3 1
c) Women with child 2 3 2 2 2
d) Men with child 2 4 2 2 1
c) Satisfaction with information given :
2) Satisfaction with information Far too little Too little About right Too much Far too much
given about investigations
a) Infertile women 0 5 8 0 0
b) Infertile men 1 5 7 0 0
c) Women with child 0 2 9 0 0
d) Men with child 0 0 2 1 8
4) Satisfaction with information 
given about treatment
a) Infertile women 1 5 6 1 0
b) Infertile men 1 8 4 0 0
c) Women with child 0 1 8 1 1
d) Men with child 0 1 9 1 0
5) Satisfaction with opportunity given 
to discuss feelings
a) Infertile women 2 8 2 1 0
b) Infertile men 1 6 6 0 0
c) Women with child 1 3 7 0 0
d) Men with child 0 6 5 0 0
7) Amount of upset at not being Not at all Verv little A little A lot A great deal
able to have a child
a) Infertile women 0 9 0 4 0
b) Infertile men 0 3 7 2 1
c) Women with child 0 0 3 4 4
d) Men with child 1 0 6 3 1
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Scale Rating
8) How often upset at not being able Never Per Year Per Month Per Week Per Day
to have child
a) Infertile women 0 1 6 4 2
b) Infertile men 0 3 9 0 1
c) Women with children 0 0 6 1 4
d) Men with child 1 1 5 3 1
9) Upset caused by seeing other Every occasion Quite often Sometimes Rarely Never
people’s children
a) Infertile women 2 3 5 2 1
b) Infertile men 0 0 3 6 4
c) Women with child 1 1 4  3 2
d) Men with child 1 1 3  1 5
10) How much avoidance of children Never Rarely Sometimes Quite often As often as possible
a) Infertile women 8 2 2 0 1
b) Infertile men 1 1 1 1  0 0
c) Women with child 8 1 2  0 0
d) Men with child 8 2 0 1 0
d) Amount of distress caused by seeing Not at all Verv little A little A lot A great deal
pregnant women and children
11) Seeing pregnant women
a) Infertile women 2 0 8 1 2
b) Infertile men 9 4 0 0 0
c) Women with child 2 4 3 2 0
d) Men with child 6 0 5 0 0
12) Seeing small babies
a) Infertile women 2 1 8 4 2
b) Infertile men 7 2 4 0 0
c) Women with child 1 2 4 1 3
d) Men with child 5 1 0 4 1
13) Seeing toddlers
a) Infertile women 1 4 4 2 2
b) Infertile men 8 3 2 0 0
c) Women with child 1 1 7 1 1
d) Men with child 
ig primary school aged children
4 2 0 5 0
a) Infertile women 6 2 3 2 0
b) Infertile men 9 3 1 0 0
c) Women with child 4 4 3 0 0
d) Men with child 7 1 1 2 0
15) Seeing adolescents
a) Infertile women 8 3 2 0 0
b) Infertile men 13 0 0 0 0
c) Women with child 8 2 1 0 0
d) Men with child 7 2 2 0 0
133
Appendix 10.
Intercorrelation Between The Scales
Table a Intercorrelation on the MAACL and self-esteem for infertile men
Scale Depression Anxiety Self-esteem
Depression - - ns
Anxiety 0.70** - ns
Hostility 0.59* 0.74** ns
* p<0.01
** p<0.005
Table b Intercorrelations on the DAS for infertile men
Scale DAS total Consensus Satisfaction Cohesion
DAS total - - - -
Consensus 0.70** - - -
Satisfaction 0.85*** ns - -
Cohesion 0.85*** 0.49* ns -
Affectional ns 0.72** ns ns
Expression
* p<0.05 
** p<0.005
*** p<0.001
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Table c Intercorrelations on the GRISS for infertile men
Scale 1 2 3 4 5 6 7
GRISS total - - - - - -
Non-sensuality ns - - - - -
Avoidance 0.46* ns - - - -
Dissatisfaction ns ns ns - - -
Frequency 0.76*** ns 0.54* ns - -
Non­
communication
ns ns ns 0.70** ns
Impotence 0.79*** ns ns ns 0.70** ns
Premature
Ejaculation
ns ns ns ns ns ns ns
* p<0.05 
** p<0.005 
*** pcO.OOl
1 = GRISS total 2 = Non-sensuality
3 = Avoidance 4 = Dissatisfaction
5 = Frequency 6 = Non-communication
7 = Impotence
Table d Intercorrelations on the MAACL and self-esteem for infertile women
Scale Depression Anxiety Hostility Self-esteem
Depression - - 0.53*
Anxiety 0.76** - ns
Hostility 0.48* 0.69** ns
* p<0.05 
** p<0.005
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Table e Intercorrelations on the DAS for infertile women
Scale DAS total Consensus Satisfaction Cohesion
DAS total - - - -
Consensus 0.88*** - - -
Dissatisfaction 0.95*** 0.79*** - -
Cohesion 0.53* ns 0.49* -
Affectional 0.69** 0.52* 0.62** ns
Expression
* p<0.05
** p<0.01
*** pcO.OOl
Table f  Intercorrelations on the GRISS for infertile women
Scale 1 2 3 4 5 6 7
GRISS total - - -  - - - -
Non-sensuality 0.76** - - - - -
Avoidance 0.92*** 0.72*** - - - -
Dissatisfaction ns ns ns - - -
Frequency ns ns ns ns - - -
Non­ 0.53* ns ns ns - - -
communication
Anorgasmia 0.87*** 0.60** 0.79*** ns ns - -
Vaginismus 0.46* ns ns ns ns ns ns
* p<0.05
** p<0.01 
*** p<0.001
1 = GRISS total 
3 = Avoidance 
5 = Frequency 
7 = Anorgasmia
2 = Non-sensuality 
4 = Dissatisfaction 
6 = Non-communication
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Table g Intercorrelations on the MAACL and self-esteem for women with child
Scale Depression Anxiety Self-esteem
Depression - ns
Anxiety 0.63** - ns
Hostility 0.51* 0.54* ns
* p<0.05
** p<0.01
Table h Intercorrelations on DAS for women with child
Scale DAS total Consensus Satisfaction Cohesion
DAS total - - - -
Consensus 0.88*** - - -
Satisfaction 0.88*** 0.63** - -
Cohesion 0.85*** 0.59* 0.78** -
Affectional
Expression
0.95*** 0.82*** 0.85*** 0.82***
* p<0.05
** p<0.01
*** pPcO.OOl
Table i Intercorrelations on GRISS for women with child
Scale 1 2 3 4 5 6 7
GRISS total - - - - - - -
Non-sensuality ns - - - - - -
Avoidance 0.63** ns - - - - -
Dissatisfaction 0.64** ns ns - - - -
Frequency 0.58* ns ns 0.53* - - -
Non­
communication
ns ns ns ns 0.77***
Anorgasmia 0.72** ns ns ns 0.55* ns -
Vaginismus ns ns ns ns ns ns ns
* p<0.05 ** p<0.01 *** p<0.005
1 = GRISS total 2 = Non-sensuality
3 = Avoidance 4 = Dissatisfaction
5 = Frequency 6 = Non-communication
7 = Anorgasmia
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Table i Intercorrelations on MAACL and self-esteem for men with child
Scale Depression Anxiety Self-esteem
Depression - - ns
Anxiety 0.77** - ns
Hostility 0.69* 0.80*** ns
* p<0.01
** p<0.005 
*** pcO.OOl
Table k  Intercorrelations on the DAS for men with children
Scale DAS total Consensus Satisfaction Cohesion
DAS total - - - -
Consensus 0.95**** - - -
Satisfaction 0.74*** 0.69** - -
Cohesion 0.73*** 0.58* ns ns
Affectional
Expression
0.68** 0.69** ns 0.55*
* p<0.05 *** p<0.005
** pcO.Ol **** pcO.OOl
Table 1 Intercorrelations on the GRISS for men with child
Scale 1 2 3 4 5 6 7
GRISS total - - - - - - -
Non-sensuality 0.60* 0.50* - - - - -
Avoidance 0.94*** 0.50* - - - - -
Dissatisfaction ns ns 0.55* - - - -
Frequency 0.68* ns 0.60* ns - - -
Non­
communication
0.72* ns 0.76** ns 0.56*
Impotence 0.77** ns 0.79** 0.77** 0.59* 0.54* -
Premature
ejaculation
0.60* ns 0.53* ns ns 0.64** ns
* p<0.05 ** p<0.005 *** pcO.OOl
1 = GRISS total 2 = Non-sensuality 3 = Avoidance
5 = Frequency 6 = Non-communication 7 = Impotence
4 = Dissatisfaction
